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PREFACE 


2l£^JT T ^ographs. of lesion growmg in bone, occurs almesl daily in a busy denial 

practice Depending on Ihe prince or absence of calefied material, these lesions car) appear ra^oliicePt oarHally 
-i-^!: ' _ Ce " a ° r °P a ^J or comptetely radiopaque. Occasionally, an accural diagnosis can be based 
*Hety on trie radiography futures ot a lesion. More often, however, careful corneJai-on ol clinical, radiographic and 
irv n«ny eases, nnoxtecopic fealure* Is necassery to confirm the diagnosis. Oral Hud Tissue 0/s eM *V A Refer* 
ZZ J"« T t !^ faphic ^gnosis is designed to present He radiographic features of intraosseous lesions 
d*co,ered on dental radiographs m a formal mat the busy denial practilioner will find especially heipfuf Several 

taind the ftrtf edmon very valuable in thar clinical practice*. One of the lesions. "QiSpHosphor^te-mlaled Osteonecrosis 

rK^'f Cd b ^ JU5e dSn,aI P' acl "»™* a * encoumedng ,t with creased ftw^TSJSJ 
additions will be beneficial and increase the usefulness ol mis new edii on 


,1 3 WS ° f manUal * dev0tad 10 B Specific dia 9 nostic «<W Ending periapical 

ad.oiucent lesions, pencqronal radiolucen. lesws, inter- radicular radiolucent lesions, periodontal radiolucen. 

Z™'J? tiKk ™ m le *° nS n0t a£50da ' K ' wiUl **■ Uh irregular maroinTSpSr X 

S U ^K S ;°T h ronaI fa< * W ,eSjons ' ^opaque lemons. U^taES a£5- 

lealores 6 °' m0,S htQh **** WaCk and Whte hteW » depict typL rad^rajhic 

2L22? JT* SSKft PrWeM * ™" 33 * mp,e as ma1chifl 9 a Olograph with an dfiMon in a book 
h ,,,,.«r recogmang ,ne key radiography features of a les.on is an essentiafsiep in establish™ a d.annosisTe 


J. Robert Mewland 
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RADIOLUCENT LESIONS NOT ASSOCIATED WITH TEETH 


CENTRAL GIANT CELL GRANULOMA 


SYNONYMS 

* Ceniral gtanl cell lesion 
Central giant cell tumor 

ETIOLOGY 

* A reactive granulomatous proliferation containing mulii- 
nucfealed giant cells (generally Ihought to oe osteobJasIs) 

■ May represent a reparative response To inflammatron 
within bone. 

TYPICAL RADIOGRAPHIC FEATURES 

* A urtifocuZar or rnultiloctilar radioFucent lesion with crrcum- 
scribed or indistinct margins 

* Commonly located in the- anterior mandible. 

* Can cross the midline. 



A cenlrfll giant cell £ ran Ultima in (he ante nor mandible. Th»e lesion 
caused expansion flf ifie cort«L 

OTHER USEFUL CLINICAL INFORMATION 

■ More common in young aduKs. 

■ More common in females. 

• There may be conscal expansion. 


DIFFERENTIAL DIAGNOSIS 

■ Residual cyst 

* Cemento-osseous dysplasia 

* Ameloblastoma 

■ Odontogenic Keratocyst 

* Central arteriovenous malformation 

DIAGNOSTIC STEPS 

■ M unilocular lesions should be aspirated prior to surgery 
to nyle out Ihe possibility of a vascular lesion. 

* Microscopic exammaiion of ine resion is necessary lo 
confirm me diagnose. 

TREATMENT RECOMMENDATIONS 

u Curettage i i'-e ireatmeni of choice for smaller lesions 

■ Surgccal excision may be necessary for larger lesions. 

* Injralestonal conicosleroad injections have been proposed 
as an ahemalivE 10 surgical therapy. 

FOLLOW-UP 

* Periodic re-evaluation. 

CLINICAL SIGNIFICANCE 

* May be associated wiWi aneurysmal bone cysi. 

* May occasionally behave in a more aggressive fashion 
(central giant cell lumor). 

- Microscopically identical lo She "brown lumor" of hyper- 
paralhyroidism. 
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INTRODUCTION 


INTRODUCTION 


Lesions growing in bone aher me osseous structure. These 
atterahOn$ are typically visible on radiographs. Diseases 
v^rxh oesKoy or deform (he normal iranecuiar arcniteclofe of 
the bor.- produce lemons which are radiolucenl on x-rays. In 
the iav.? radiolucent tesions can result from inflammatory 
proliietations, reactive or developmental cysts, and 
n#0fjrffc$m& t Diseases which Synthesize calcified material 
produce lesions whicft are partially or completely radiopaque. 
In She jaws, this catcihed rnatenai can be bone, cartilage, or 
looth structure {cemenhjm, dentin, and enamel). Some 
disease? affecting the maxilla and mandible are miliary 
composed entirely or soft tissues and appear radiolucent, bu1 
eventually may form hard tissue and appear radiopaques 
Diseases a Meeting the maxilla and mandible can anse 
pnmanly wilfiun the bone, or spread to the bone from distant 
anatomic siles Compared to olher bones or the skeleton, me 
: : - 5 >1 lesions involving tfrt maxilla anir rji.i^n_siy .f can 
be a greater diagnostic challenge because they contain 
teeth. A wide variety of diseases can be associated with leein 
ana wis toolh-lorming apparaius. 

Th^ reference manual is designed to help you idenirfy radio- 
graphic lealures of diseases whicn appear on denial radto- 
graphs. li is important to remember mat the interpretation of 
radiographic Features is only one component of the diag- 
nostic process. The clinrcal presentation and. m many cases, 
the microscopic faaiures of the disease are also imporTanl 
considerations. If tuopsy »s indicated, relerral to a specalisi 
(oraJ and rnawlfofacial surgeon, penodoniist. ot enriotfu-nhst) 
may be appropriate II Is also necessary lo assess results ol 
Treatment and re-evaluate the patiem at appropriate interval 

Trie purpose ol this reference manual is to present trie infor- 
rnabon necessary to diagnose and manage oral hand tissue 
diseases. The hrsl section or the manual includes ir.rofmatio^ 
aboul Ihe diagnostic process iobia»nin-g a rus-lory. examining 
ire patient, recording historical and chnical data, estabUshing 
3 differential diagnosis), and selecting app> ornate oiagnoslic 
procedures. 

Th 5 manual is divided into 1 1 seel tons of lesions eacn repre- 
senting 3 snecilr, diagnostic category. These diagnostic 
categories include: 

l Periapical radioruceni lesions 

2. Peneoronarf radiolucent lesions 

3 inter- radicular radiotucenl lesions 

4. Periodontal (alveolar) radioluc*ni lesions 

5 Radiolucent lesions nor associated with teelh 

6. Radloiucent lesions with irregular margins 

7 Periapical radiopaque lesions 

9. Pencoronai radiopaque Jesjons 

9 mie^radicular radiopaque lesions 

to RrfdnopaQue lesions noi associated with teeth 

it Rad»opaqo« lesions wllh irregular nwgi n s 

i<« eacn diagnostic category, trie specific lesions are divided 
inio fv»o groups ■ those whieti are reJaicveiy common and 
fros© which tire rei^i«vety uncommon. 


On trie pages lhal follow, each tab represents the genetai 
diagnostic category of the lesions Included, ft should be 
remembered I rial these diagnostic categories are somewhai 
arbitrary and thai there may be overtop between diagnosbc 
categories, Many ol Ihese mtra-osseous lesions can appear 
m more man one category because ol Ihett varied anatomic 
distribution or because they can be radiolucent. mixed, or 
radiopaque at different sieges m rheir development 

T h.E manual ts organized m a format that will be easiJy aoces- 
sjbre to you. For each disease included in a diagnostic 
category, the (allowing information is presented: 

* The mosl common name lor ire lesion 

■ Synonyms for the lesion including alternative naming 
schemes that may have histoncal importance (thus 
lacililating communication among cli means) 

■ A bnef discussion of toe etiorogy 

* One or more images of n typical lesion with a desc^p- 
ton ol Ine clinical features emphasizing those of 
greatest diagnostic value (1rie most common radio- 
graphic manifestations as well as typical clinical varia- 
tions are presented) 

' Oltrer useful Cilnjcal inlcrrnaiion including symploms- 
and opidomrologic date 

■ Radiographic differentia' diagnosis 

Appropriate dlagnost'C steps 

- Clinical srgmlscance (eg eouad trie lesion indicate the 
presence or a serious systemic disease or could ii be 
potenlialty life-mrc-ate-iingi 


THE DIAGNOSTIC PROCESS 

The lirst step In (he diagnostic process of oral riard tissue 
diseases ?s lo have the patient complete a heahri quesnon- 
naire. The heaUri questionnaire should provide information 
thai Wilt enable you So assess the patient's: 

overall health status general health; 

j disease history (serious illnesses, hospitalizations, 
surgical procedures} 

cuirent medications lov^Hhe-coirnter and preschp- 
Uon) 

■ allergies (drugs, foods, other) 

* socjal history (tobacco, alcohol, gnd'or recfealionai 
drug exposure) 

• tamily history (health stdlus ol lamity members) 

The rieattri rjuestionnaire should also contain a place for the 
patient to descr-be higher r$w$f complaml. 
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Wart, you should inier^ew th* patient lo oblain a complete 
nistofy. Information proved by ine pa lien I in The healin 
questionnaire will se*ve as a guide (or the tnierview. Tha 
pa&enf history Should include The following; 

Chief Complaint 

K lhe paiienl is aware of lhe lesion am* a descripiton of it 
In the petienfs own wards. 

* History ol Present Illness 

Onset ol the lesion * how long has the lesion been 
present In gc- lesions which peisisl for more than a 
fe* weeks are of greater concern. 

Clinical course ol the lesion - ha* the lesion increased in 
Size, decreased in stae, fluctuated m s^e. or remamed 

* table? 

Symptoms ol the lesion - ts the lesion painlgf? In Ine 
absence of pain, (lie patient ma/ noi be- aware of lhe 
lesron This is significant because oral cancers are ohen 
imfcally painless. Is the lesion associated wilh pargs- 
thesia? 

h Relevant Medical History 

Is there anyihing in the paiienra medical hisiory lhat 
rriighl contribute 10 lhe diagnosis? 

is the paiient taking any medicaids that could be 
involved In the oral changes' 

■ Ralevanl Dental History 

Is [here anything in the parent's denial History ihat mjghi 
contribute \o the dragnosis {eg. prostheses, appliances, 
iraurna)? 



A periapical radiograph shoeing part of a \<? si an adpac*m lo the 
tro<wn oJ an impacted mandibular third molar tooth. It Is not 
possible to view the entire Jeaion oji rhii rarJiograpn. 



A panographx radiograph ret^aJs th-C entire les-on. wtiiGh frncir- 
cles th* Impacted Uiird jnolsr and extends inl& the ramus. Tha 
lesion wit an odontogenic imraiocyBL 


All informs tior obtained during the patient interview should 
be carefully recorded. 

Al the completion of 1he patlenl Interview, a complete exami- 
ne ion of jhe s^ucturas of lllfl head and neck (exlraoral 
examination) and oral cavily (intraoral examination) should 
be performed 

Followmg lhe exlraoral and intraoral examinations, the clini- 
cian should determine- if a radiographic examination is appro- 
priate. 


GENERAL PRINCIPLES OF RADIOGRAPHIC 
EXAMINATIONS 


Appropriate radiographs muai be oblained to adequately 
assess the area of involvement. If, lor example, the entire 
lesion cannot be viewed on a periapical radiograph, & 
panographic radiograph may be indicaled. 


Appropriate viewing equipment must be available 
mciuding a viewbox with an intense light source and a 
magnifying glass. 

* The radiographs musl be or diagnosis qualrry. 

* You must know lhe normal radiographic appearance 
(normal anatomic varialion) of the hard tissues you 
are inspecting in orcfer lo assess abnormalihes. 

* Examine lhe radiograph in a systematic fashion 


COMPONENTS OF THE RADIOGRAPHIC EXAMINATION 

Assess- lhe location of the lesion. 

* fs (he lesion in the maxilla or the mandible? 

Is the lesion m lhe anterior or posterior portion 01 the 
oone? 

• Does the lesron cross she midline of the bone? 
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te Ihe lesion unilateral or bilateral? 
is the fesioi local or tfilluse? 

Is the lesion associated wilh the root surface of the 

tooih? 

Is ?ne Jes^on associated wrth the apex of a tooth (pert- 

ac*ca]}? 

1$ I he lesion associated with the crown of an 
unerupjed rootn (poricoronal}? 

Js the legion above or below the mandibular canal? 


Are itie margins corticaietf. sdaroiic or punched-oul 
in appeararrce? 

Are the margins regular, irregular, or scalloped m 
shape? 





A eiroumBcrkbed lesion wiin conicaied margins In Ihe mandibular 
Mdy, The lesion was, a unlCyslig ameloblastoma. 


A pericororul fadlotucanl legion in Ihe body al the mantfloi* The 
WSion was a {fontlgerous cyst aesacialeci wilh 
Second premolar rocth. 


an untfupiett 




A periapical radiolucfl-nt lesion associated with- a maxiNary lateral 
JftftSOf !r>otri with a nt€rf>tic pulj? secondary to denial carte*. Th* 
If*i0i1 was 3 periapical granuloma, 

Assess in* margins at the lesion. 

• A/e the margins circumscribed (defined! or poorty 
circumscnbed (rlkrehned)? 


1 


A 



A puncheo-ouf leeion in th* anrerbx maKiHa between (he roc Is or 
th«^e*rttral incisor tee-1h, The Jesion an eosinophilic gran-u- 


Assess Ihe competition of the lesion. 

■ Is the lesion radiolucent, radiopaque, or mixed m 
appearance? 

■ If (he lesion is radioJucent, is ii unilocular or m uniloc- 
ular? Does it axhioil a honeycomb or soap buODle 
pallern? 

• If the lesion is racfiopoajc- does rt exhibit a cono* 
wool, ground glass, or orange peel appearance? 
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A multilobular {soap-fcubMO i»sdi*lucent lesion in the anterior 
mandible. Thfl l&sion was an artfirLovanQUH matrormation. 



MullipU' mdiopague lesion b in the maxilla and mandible! exhib- 
iting a cotton-wool appearance-. The le-s ions were the resgll of 
PagetQs disease of bone. 


Assess the affect or the lesion on adjacent structures. 

* Is Ihte lesion expending or eroding the adjacent 
conical bone? II the lesion is eroding (he cortex, is 
there evidence or pathologic fracture? 

* Is the lesion invading the mandibular canal? 
■ Is the lesion invading the maxillary antrum? 

* Is the lesion displacing teeW> 

* 1$ the lesion eroding the roois □! teeth? If erosion is 
present is it regular or irregular in pattern? 


A lesion in Ihe mandible whien is causing 1he displacemenl of 
loath roots. The lesion vt&l an pdc-nlogonic karaiocyHt 



ft legion in the posterior mindlbfc thfll is eroding trie ed|nccrU: 
cortical bone causing a pathologic Ifacture. The tesion wai ail 
intraosseous squamous- cell carcinoma. 


Assess Ihe biologic potential of the lesion, 

■ Does the lesion exhibit radiographic evidence of limited 
growth (benign neoplasms), or of aggressive growth 
(malignant neoplasms)? 

Because benign neoplasms in bone are usually 
encapsulated and slowly expansile, they have 
circumscribed margins which are either corticated or 
sclerose They tend to grow around or displace 
(expand) adjacent anatomic structures - 

Because malignant neoplasms exhibit invasion and 
rapid growth, Ihey have poorly circumscribed margins 
anrj tend to destroy (erode) adjacent anatomic stric- 
tures. 
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COMMONLY-USED TERMS TO DESCRIBE 
BONY LESIONS 

Abscess ■ A local area ol acute Irtflammation composed or 
neutrophils and necrotic debris (pus). An abscess in bone 
appears as a cdrcumsciltrad radioJucent lesion. A per*ap* 
icar abscc-ss is an example 

Circumscribed margin - The margin ol an htra-ossecus 
lesion which is distinct when viewed on a radiograph. A 
circumscribed margin is usually associated wrth a slowly 
expanding lesion such as a par-apical cyst. 

Corucal erosion - Destruction ol Ihe cortical plate caused by 
rapid prollferalton ol ao inlra-osseous pathologic process 
imra-osseous malignancies commonly cause cortical 
Srosion. 

Conical expansion - Deformation ol the corneal plate e&used 
by slow expansion ol an intra -osseous pathologic 
process. An odontogenic cysi commonly causes cortical 
expansion 

Corticated margin - A uniiormly Thin, radiopaque border 
composed ol reactive bone usually associated with a 
slowly expanse lesion such as a denttgerous cysi. 

Cotton wool appearance - Multiple. circufnscribfld r radio- 
paque masses against a Tad^olucem" background grving 
the appearance ol cotton wool (cotton balls) Pagel's 
disease of none snows a cotton wool appearance 

Cysi * A iluid-lilled cavity lined wttn epithelium. A dantigerous 
cyst is an example; L^j^JII^ v! jf K J 

Diffuse pailem - Multiple intraosseous, lesions which are 
distributed ihrougho>ji the solved bone. Diffuse scle- 
rosing osieomyelilis is an example 

Dysplasia - Not the same as apiirelial dysplasia. When [he 
Term dysplasia Is appNed to epithelial lesions. It indicates 
that liie lesion might be prernaJionani. In contrast, when 
applied to bony lesrons. the term dysplasia simply means 
en abnormal pattern of development. IE does not mean 
I Hat the lesion is premalignant Floral cemento-osseous 
dysplasia *s art example. 

Fistula - A painoiogic communication 1 hat allows, she drainage 
ot pus from an abscess. A fistula can develop from * 
penapieal abscess and extend through the alveolar bone 
1o the gingival surface. 

Flond panern - Synonymous with diltuse Mulnpre inira* 
osseous lesions which are dis'nbused throughout iha 
involved bone. Rond c-emento-osseous dysplasia is an 
example. 

Focal pattern - Intra-osss-ous lesions which are localized lo a 
single site ff«usj *n an involved bone. Focal cementg- 
osseous dysplasia is an example. 

Granuloma - A local area of chronic inflammation composed 
ol vasculanzed granulation tissue. A granuloma in bone 
appears as a Circumscribed radioiucenf lesion. A penap- 
icai granuloma is an example. 


Ground glass appearance - Thin, irregular, bony trabeeuiae 
lhat produce a diffuse granular radiopacity. A ground 
glass appearance js typical oF fibrous dysplasia. 

Honeycomb appearance - Synonymous wilh muliitdcular 
appearance The appearance of a radiolucenf l&smn 
composed of muliipte small companmenis. An intra- 
osseous hemangioma commonly exhibits a noneycomb 
appearance. 

Wined (radiolucent/radiopaquai lesron - An inrra-osseous 
lesion composed ol both soil and hard tissues. Some 
parts of ihe <esion allow x-rays to peneliate while other 
pans do not. 

M ol n- eaten appearance - The appearance of a lesion 
composed ol mulliple, confluenl, Irregular radiotucencies. 
A moth-earen appearance is saen in acute osisomyelllis. 

Mottled appearance - The appearance of a lesion which 
QpKhfblts varying degrees p( Fadi opacity A mottled appear- 
ance is seen m florid osseous dysplasia. 

Mulli 'ocular appearance - The appearance of a iad>olucenf 
lesion composed of multiple, comparrmenis The odonto- 
genic keratocyst i=. j^nn-icnSy muttllocular. 

Onion skJn pallem - The radiographic pattern produced by 
thin bony irabecuJae protileraljng par ^ I 10 the cortical 
pJaie. Peryosteal reactions associated wilh enrome osteo- 
myelitis can exhibrt an onion skin pattern. 

Paresthesia - An abnormal senseiion such as burning, 
tingling, or numbness associated wilh damage to a 
sensory nerve. Paresthesia localized to the lower Hp Is. 
associated wfth damage to the mandibular nerve. 

Pathologic fracture - A fracture visible on a radiograph 
caused by Ihe proliferation of a palhologic procesa. Pa1h- 
otoguc fractures are commonly associated with malignan- 
cies 

Penapical lesion * A lesion located at Ihe ape* of a tooth root. 
A periapical abscess is an example 

Fencoronai lesion - A lesion located around the crown of an 
unerupted tooth. A dentigerous cyst is an example. 

Poorly cifCumscnbed margin ■ The margin ol an \n\nt- 
osseous lesion which is ill-dofined when viewed on a 
radiograph. A poorly circumscribed margin is commonly 
associated with a rapidJy proliteralmg lesion such as a 
malignancy. 

Punched -out pattern - Circumscnbed radio lucent lesion mat 
appears to bo punched pu? of the involved bona (Ihe 
margins erf ihe lesion are not sclerotic). The intra -osseous 
i»S5'onS of Langerhans cell disease characteristically 
exhibit a punch&d-out appearance. 

Radicular lesion - A lesion located at the apex of a tooln A 
radicular cyst is an example. 

Radiolucem lesw - An mira-osseous lesion composed ol 
soli ttssues thai allow penettalion ol K-rays 
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Radiopaque lesion ■ An intraosseous lesion composed of 
hard tissues that block penetration of x-rays, 

Haggtid margin - The margin ol an intra-osseous lesion 
which Is indislmd. Ragged margins are often associated 
with rapidly growing malignancies. 

Seal oped margin ■ The margin of an intra-osseous leston 
which extends in a scalloped lashion mio the mter-fad«:- 
ular bone between the roots of adjacent teeth. Traumatic 
bone cysl is an example ol an intra-Qsseous lesion with a 
scalloped margin- 
Sclerotic margin - A thick radiopaque border composes o' 
reactive bone usually associated with a slowly expanding 
lesion sn>cfi as penapicai cemento- osseous dyspasia. 

Sequestrum * A fragment of necrotic bone thai has become 
separated from the ad|acent viable bone. A sequestrum 
may be encountered in osteomyelitis. 

Soap bubble appearance • Synonymous wrth rnultiiocular 
appearance. Trie appearance ot a radloluceni lesion 
composed of multiple small compartments. Intra-osseous 
hemangioma can exhibit a soap bubble appearance. 

Sunburst (sunray) pattern - The radiographic pattern 
produced when thin bony irabeculae extend away from 
the correal plate in a perpendicular fashion. The sunburst 
(sunray) pattern is commonly associated witn osteogenic 
saicoma. 


Unilocular appearance - The appearance of a radiolireeni 
lesion composed al a singSe compartment. A dentrgeious 
cysl is an example ol a unilocular tesion. 

Wefl circumscribed (defined) margin - Synonymous with 
Circumscribed margin. The margrn of an inlra-osseous 
lesion which is distinct when viewed on a radiograph, 
Slowly expansile cystic lesions commonly have well 
circumscribed margins. 


ESTABLISHING A RADIOGRAPHIC 
DIFFERENTIAL DIAGNOSIS 

For some lesions ol the jaws, a precise diagnosis can be 
made based solely on patient history, clinical presentation, 
and radiographic appearance. No additional diagnostic 
procedures are necessary. However, bony lesions share 
simitar radiographic Jeatures. For these lesions, it is neces- 
sary lo formulate a radiographic differential diagnosis. A radi- 
ographic differential diagnosis is a list of diseases (usually no 
more than Jour or five) that Kj the radiographic presentation of 
the lesion. The disease you think is the most likely diagnosis 
should be listed first the next most likely listed second, and 
so on. 

In order to determine 1he final diagnosis, additional diagnostic 
procedures may be necessary. These procedures commonly 
require removal of some or alt of the lesion for mbcroscopic 
examination. Biopsies or bony lesions are usually performed 
by a dental specialist. Depending on the location of the 
lesion, the biopsy procedure rmghl be perfoimed by an oral 
and maxillofacial surgeon, periodontist, or endodontist 


PERIAPICAL RADIOLUCENT LESIONS 


GENERAL PRINCIPLES 

■ Lesions thai appear as radiducencies at the rocl apex can re-presenl inllammaioiy, dyspfaslic. develop- 
mental, or neoptaslic processes. 

■ Some periapical lesions are initially radiolueent. but eventually become radiopaque (ihese resions are 
also included in the seciron on periapical radiopaque lesions). 

• The most common periapical radioluoenl lesions are the result of pulpal necrosis secondary 10 dental 
canes. 

■ It is importani 10 assess tfte vitality of the tooih when a periapical lesion is present 

* Syrnploms associaied wilh pulpal inleclton indicate an inflammatory etiology. 

■ It is important to remember ihat when Ihe term dyspasia is applied \o a lesion in bone, il does not 
indicate pre malignancy. 


LIST OF DISEASES 
* COMMON DISEASES 

Periapical Abscess . -flip i* [ . 1%Jjt - .^L . . \A„ . .4^^ 14 

Periapical Granuloma 1f - 

PanapicaJ Cyst , . . ,»* ri „,.,.... 16 


External Root Resorpl ion.... _ Br . Mm9mmt 17 

Focal Sclerosing Osteomyelitis >b 18 

Periapical Cemento-osseous Dysplasia . m ^ 

Simpte Bona Cyst. B a> 


UNCOMMON DISEASES 

Nasopalatine Duel Cyst. , 21 

Central Neurofibroma 22 

Central Grant Cell Granuloma . 23 

Ameloblastoma - _ 2 4 

Calcifying Odontogenic Cysl 25 

Cemanloblastoma , ,__ r 

Langertiara Cell Disease 97 

Localized Aggressive Periodontitis .a 
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PERIAPICAL R£ DIQ LUCENT LESIONS 


PERIAPICAL ABSCESS 


SYNQNVMS 


Apical periodontal abscess. 


ETIOLOGY 

* An acute inflammatory process containing neutrophil 
and necrotic debris (pus). 

* Develops at the root apex oi a tooth wilft puipal necrosis 
usuaHy secondary to denial caries. 


TYPICAL RADIOGRAPHIC FEATURES 


A circumscribed radtolucenl lesion at the root 


The legion may occasionally be displaced laterally, 

The [coin may show deep caries, a large restoration, or 
evidence oi previous endodontic therapy 



DIFFERENTIAL DWGNQSIS 

■ Periapical granuloma 

• Periapical cyst 

• Focal sclerosing osteomyelitis 

• Periapical cemento-osseous dysplasia 


DIAGNOSTIC STEPS 

Percuss the tooih {it should be painlul to percussion). 

• Test the vitality or the pulp {it should be non vital), 

• Make endodontic access into the pulp chamber (irie pulp 
should be necrotic! 

• Microscopic examination of me periapical tissue is neces- 
sary to conlmm the dhagnosis. 



A pnrutpicn niS'icei'.. Tl i- inolh had a coronal Ira dure. 


A periapical atracejs. Th* twsth find rfrcurr«rti caries under an 
amalgam restoration. 


TREATMENT RECOMMENDATIONS 

Endodonlic therapy if the- tooih is restorable, 
* Extraction if (tie tooth is not restorable. 


OTHER USEFUL CLINICAL INFORMATION 

■ The tooth will be nonvltaL 

- The tooth will be painful 1o percussion. 

■ A pa rulis may toe present on the adjacent gingiva. 


FOLLOW-UP 

* Periodic re-evaluation. 


CLINICAL SIGNIFICANCE 

1 If untreated, a periapical abscess can develop into osteo- 
myelitis, sepltcernia, Ludwig sangfna, or cavernous sinus 
thrombosis. 
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PERSAPICAU HAWOLUCENT LESIONS 


PERIAPICAL GRANULOMA 


SYNONYMS 


DIAGNOSTIC STEPS 


Chronic apical periodontitis 


ETIOLOGY 


A circumscribed radioiuceni lesron at ihe rool apex. 

The resign may occasionally be displaced laterally. 

The loolh may show deep caries, a largo restoration, or 
evidence ol previous endodontic therapy. 





Percuss 1he tooth [it sfloulc not rje painful to percussion). 

Test Ihe vitality of Ihe pulp [i1 should be nonvilal). 

Mafte endodontic access into Ihe pulp chamber rtHe pulp 
stvoukl be necroiic) 

Microscopic examination of ihe periapical tissue is neces- 
sary to confirm the diagnosis. 



A ptin'j>pic<il g ran u lorn 9. The loolh had a large carious lesson. 


Periapical granulomas. The patient hid Extensive varies ifecfifi- 
[fary 1c chr&rtic dry rnoulti. 


OTHER USEFUL CLINICAL INFORMATION 


TREATMENT RECOMMENDATIONS 


The loolh wi IT be norwital. 
m The :oolh wHi not be painful to percussion. 


• Endodontic therapy if trie tooth is re&torable. 

• Exlraction if the toolh is not rfrsiuriiN*! 


DIFFERENTIAL DIAGNOSIS 


FOLLOW-UP 


Periapical abscess 
Periapical cyst 

Focal sclerosing osteomyelitis 
Periapical cemento-osseous dysplasia 
S.mple tx>ne cyst 


Pcr?odic re-eval nation. 


CLINICAL SIGNIFICANCE 

■ A periapical granuloma can undergo acute exacerbalton 
to form a periapical abscess. 
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PE HI APICAL MDJQLUQEMT LESIONS 


PERIAPICAL CYST 


SYNONYMS 
* Radicular cysi 


ETIOLOGY 

* ProMeratan of odontogenic epiiheNum In a pre-exsunq 
penapicaJ granuloma. 

* The odontogenic eprtherium originates Irc-m the rsst ol 
Malassez. 


TYPICAL RADIOGRAPHIC FEATURES 

* A circumscribed radrolucent lesion al ihe root ape*. 
■ The lesion may occasionally be displaced laterally. 

* The loolri may show deep caries, a Targe rtfsioras.cn or 
evidence of previous endodontic therapy 


DIFFERENTIAL DIAGNOSIS 

* Periapical abscess 

1 Periapical granuloma 

• Focal sclerosing osteomyelitis 

* Periapical cemenio-osseous dyspasia 

• Simple bone cyst 

DIAGNOSTIC STEPS 

■ Parcuss Ihe tootn (it should not be sensitive to percus- 
sion), 

■ Tesl ihe vitality ol (he pulp (it shoutd be nonvitai). 

• Mafce endodomic access mlo Ihe pulp chamber (the pulp 
should be necrotic), 

* Mic/oscooic examination of the penapicaJ (issue is neces- 
sary to confirm the diagnosis. 



A periapical cyst, The mth hud be™ digpioeed hy a 1 ray malic 
injury and showed evident* of .n!tt nal root retorpMon. 


OTHER USEFUL CLINICAL IN FORMATS ON 

* The toolh wilf be non vital, 

• The Tooth will nol be panfuJ to percussion. 



A periapical cyst. TO* teeth had fcxsgfl dj^lsewi fry a traumanr 
injury Jintf <fcwt&3 v/ilh conventional endodontic therapy, 


TREATMENT RECOMMENDATIONS 

* Endodontic therapy if the toolh is resiorable. 

* Exiracton if ihe looth 1$ nol resiorable. 

FOLLOW-UP 

+ Perrodic re-evaluation. 


CLJNJCAL SIGNIFICANCE 


In rare instance*, squamous cell cafcinoma has been 

reported lo arise from the epithelial lining oi a periapical 
cyst 
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PERIAPICAL RADIOLUCENT LESIONS 


EXTERNAL ROOT RESORPTION 


SYNONYMS 

itftopathrc external resorplian 


ETIOLOGY 

* Multiple etiologic factors, mcluding Irauma. orthodontic 
therapy, pressure from an impacted Tooth, tooth reimplan- 
tation, and expansion of a eysl or tumor. 

* When there is no apparem cause to* Ihe resofpiion, the 
Term idiopathic &xtemaf resorption is commonly used. 


OTHER USEFUL CLINICAL INFORMATION 

1 The tooth will usually dp vital. 

* 'he loolh may be sensitive lo percussion. 

4 The process is typically discovered on routine denial 
radiographs. 

DIFFERENTIAL DIAGNOSIS 

* Because of its distinctive location and radiographic 
features, external root resorption is infrequently conJuse^i 
with oilier periapical radiolucent lesions. 


TYPICAL RADIOGRAPHIC FEATURES 

Irregular destruction o( the root apex with an ill -defined 
area ol periapical radiglucency. 



E sterna I fssorptlon OF (tie joms o1 a mandibular molar tooth. 
Tha tooth was asymptomatic, 


TREATMENT RECOMMENDATIONS 

■ Endodontic therapy can be attempted, but, unfortunately, 
the resorption usually continues until the loolh is ulti- 
mately lost. 
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PERIAPICAL RADIOLUCENT LESIONS 


FOCAL SCLEROSING OSTEOMYELITIS 


SYNONYMS 

* Focal chronic sclerosing osteomyelitis 
■ Condensing osteitis 

ETIOLOGY 

* Chronic osteomyelitis ihat develops ai (he root ape* ol a 
looth with chronic pulpitis secondary to deep caries. 


DIFFERENTIAL D [AG N OS IS 

• Periapical abscess 

1 Periapical granuloma 

• Periapical cysi 


DIAGNOSTIC 


S 


TYPICAL RADIOGRAPHIC FEATURES 

■ A circumscribe radiolucent lesion ai I ho rooi apex of a 
tooth with a deep canous lesion. 


Percuss the tooth (ft should not be sensitive to percus- 
sion). 

Test (he vitality ol the pulp (il usually lesls nonvitaJ}. 

Microscopic examination of periapical tissue is necessary 
1c confirm (he diagnosis. 



Focal fcclarosing DEleom ye litis. The tooth had a large amalgam 
restoratffl-n and recurrent caries- 


OTHER USEFUL CLINICAL INFORMATION 

* A mandibular premolar or molar tooth is me rnost 
frequently involved. 

* The tooth may be asymptomatic, or there may be chronic 
pain of low intensity. 

* The tooth is usually nol sensitive to percussion. 
■ The pulp ts usually non vital. 


TREATMENT RECOMMENDATIONS 

Endodontic therapy il the tooth is restorable, 
* Extraction if the tooth is not resio/atrie- 


FOLLOW-UP 


■ PenDdic re -evaluation 


CLINICAL SIGNIFICANCE 

* Willi time, this tesksn will become calcified and appear 
a periapical radiopaque lesion. 
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PERIAPICAL RADlOUilCEHT LESIONS 


PERIAPICAL CEMEMTO-OSSEOUS DYSPLASIA 


synonyms 

4 Cemeniai dysplasia 
■ Cemenw>ma 

ETIOLOGY 

• A rea-tfive protilefafion in response to unknown factors. 

TYPICAL RADIOGRAPHtC FEATURES 

• Early les ions piesem as circumscribed radiolucencias at 
the ends ol Ihe roots ol multiple mandibutar anterior 

i The teeth involved are usually free ol carles o* restora- 
tions 



Early lessons periapical eflrnefilG-os serous dy aplasia. Thu tcdh 
Mft uyrnplomiftic Mid vital, 

OTHER USEFUL CLINICAL INFORMATION 

* The lesions are asymptomatic. 

* They are usually discovered on routine dental radio* 

5rapns. 

* Wore common m midtfje-aged African-American femates. 


DIFFERENTIAL DIAGNOSIS 

* Pen apicaf abscess 

* Penapkiai granuloma 

* Periapical cysl 

* Focal sclero&jng osteomyelitis 

DIAGNOSTIC STEPS 

fc Percuss the teelh {Ihey will not be painful to percussion). 

* Test the vitality of the teeth (itiey will test vital). 



Early lesions ol periapical CEmarHq-flSBflDLis dysplasia.. Tha LMlti 
^ere asympiomaHc and vrilaJ. 

FOLLOW-UP 

■ Pe-riodic re-evaiuaiion. 

CLINICAL SIGNIFICANCE 

• Wllh time, calcified material (bone and cemenEum) will be 
deposited wiinin the lesions and tiiey will appear radio- 
paque, 

• May be associated with florid cemento-osseous 
dysplasia, 

• The use of the term dysplasia does not mean thai these 
lesions are premalignani. 



TREATMENT RECOMMENDATIONS 
■ No yearn ent necessary 
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PERIAPICAL PADIOLUCENT LESIONS 


SIMPLE BONE CYST 


SYNONYMS 


DIFFERENTIAL DIAGNOSIS 


■ Traumatic bone cysl 
- Hemorrhagic bene cysl 
* Idiopathic bone cavily 


Periapical granuforna 
Periapical cysl 
Central giant cell granuloma 
Odontogeny neoplasms 


ETIOLOGY 


The precise etiology is unknown. 

* May represent ae'eciive bone hearing following a trau- 
matic injury. 


TYPICAL RADIOGRAPH^ FEATURES 


DIAGNOSTIC STEPS 

* Percuss Ihe leeth (they should not be parnfur to percus- 
sion]!. 

* Tg51 ine vi lathy o' ihe leeth (ihey should lest vital}. 

* Microscopic examination of the lesion is necessary to 
confirm the diagnosis,. 


- A circumscribed sohteTy radiofucent lesion. 

* Typicalry extends between the rools of teeth resulting in a 
scalloped appearance. 

More common in the prernolar/moJar area of the 
mandible. 




A simple bone cyst in Ihe anterior martdlWe, Tbt teeth were 
asymptomatic and vital. 


A Simple bone cy&t in the posterior mandible. Tb* iHltl Wire 
asymptomatic and vJtai. 


TREATMENT RECOMMENDATIONS 

Aspiration to rute Oul a vascular lesion. 
■ Surgical exploration wrth curettage of the lesion 


OTHER USEFUL CLINICAL INFORMATION 


FOLLOW UP 


■ More common m young adults. 

■ Tne teeth adjacent to the lesion are vital. 

* The lesion te usually asymptomatic and discovered on 
routine dental radiographs. 

Way cause cortical expansion. 


Periodic re-evaluation. 


CLINICAL SIGNIFICANCE 

* May be associated with florid cemenio -osseous 
dysplasia. 
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Ft HI APICAL RAP 10 LUCENT LESIONS 


CENTRAL NEUROFIBROMA 


SYNONYMS 


DIFFERENTIAL DIAGNOSIS 


* Central neurogenic tumor 
■ Central naive sheath lumor 


ETIOLOGY 


Periapical granuloma 
Periapical cyst 
Simple bone cyst 


* A benign neoplasm of nerve sheath (neiiroltorotJlasi) 


DIAGNOSTIC STEPS 


TYPICAL RADIOGRAPHIC FEATURES 

• A circumscribed radiolucent lesion centered on the 
rrandibula* canal. 

• May cause erosion of adjacent tooth roots. 


* Percuss ine teelh (Ihey should nol be painful \o percus- 
sion). 

* Test the vitality of Ifie teeih ithey should rest vrtal), 

* Microscopic examination of the lesion is necessary to 
confirm (he diagnosis. 



A. cenlrgl nc-LUfGiibroma arising from Ihe infer \Qt okaolar (mandib- 
ular) ruerve. Tttt [G&th was asymplomalie and vttiL 


TREATMENT RECOMMENDATIONS 


Surgical exci&ion 


FOLLOW-UP 


Periodic re-evaluation 


CLINICAL SIGNIFICANCE 

* May bfi a component neurofibromaiosis (Von 
Recklinghausen's disease), 


OTHER USEFUL CLINICAL INFORMATION 


The teeth adjacent to ihe lesion are asymptomatic and 

ml 

May Ob associated with cortical expansion. 

May be associated with paresihe5?a of the lower lip, 
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PERIAPLCA.IL HADO-UCf NT LESIONS 


CENTRAL GIANT CELL GRANULOMA 


SYNONYMS 

« Central giant eel! lesion 
■ Centra! giant cell tumor 


ETIOLOGY 

A reactive granulomatous prolileralton containing mulH- 
nucleated giani cells (generally Ifcougrit to be osteo- 
clasts} 

■ May represent a reparative response to inflammation 
within the bone. 


TYPICAL RADIOGRAPHIC FEATURES 

• A unilocular or multocular radiolucenl lesion wlm circum- 
scribed or mdisiinct margins. 

• Commonly tocated in me anterior mandible. 

• Can cross ihe midline. 

■ May cause resorption ol adjacent looth foots. 




A central glanl cell granuloma in trie midline of the anterior 
mandible. ma lesion was initially 1 Nought to bfr &f endodontic 
origin. 


DIAGNOSTIC STEPS 

• Percuss Ihe teeth {they should not be paintul to percus- 
sion) 

* Tes< ihe vitality ol the teeth (they should test vilal). 

- Microscopic examination ol Ihe lesion is necessary to 
confirm the diagnosis. 


i central glanl ?a1i granuloma \n the mandible. TTiO lesion 
crossed Ifte rnnliirie- 


TREATMENT RECOMMENDATIONS 

• Cureltage is the treatment of choice lor smajter lesions. 

* Surgical excision may be necessary lor larger lesions. 

■ inlraleskJnal corticosteroid injections have oeen proposed 
as an alternative to surgical therapy. 


OTHER USEFUL CLINICAL INFORMATION 

* More common in young aduhs. 

■ The teeih adjacent to the lesion are asymptomatic and 

vital 

• There may be cortical expansion. 


FOLLOW-UP 


Periodic re-evaluation, 


CLINICAL SIGNIFICANCE 


DIFFERENTIAL DIAGNOSIS 

■ Periapical granuloma 
Ll cysr 


S*rnpie aona cyst 


May oe associaled with aneurysmal bone cyst 

May occasionally behave in a more aggressive fashion 
(central giant cell lumor). 

Microscopically identical to th>e 1>rown tumor of hyper- 
parathyroidism, 
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PERIAPICAL RADIOLJUCENT LESIOhfS 


AMELOBLASTOMA 


ETIOLOGY 

* A benign odontogenic neoplasm (fiat can develop from 
remnanlsot (he denial lamina (rests ol Serres}, Hertwig's 
root sheaih (rests of MalassezK recfuced enamel ophhe- 
rium fining the denial follicle, or basal cells of surface 
epithelium. 

Periapical lesions probably arise from rests of MaJassaz. 


TYPICAL RADIOGRAPHFC FEATURES 

A circumscribed unilocular or rnultilocufar radiotuceni 
lesion. 

• May be associated wtt erosion or tf ive rgc nee of Ihe roois 
of adjacam icoth. 



An omelfibJaHtojni in Irte mandible, Tha lesion caused ere*i-&n o« 
trie jHTjfrCBTit Lod-ih roots. 


DIAGNOSTIC STEPS 

* Percuss Ihe teeth (ihey should no! be painful lo percus- 
sion). 

* Tesi Ehe vllalily or the leeth {Ihey should tesi viiaJ), 

* Mfcfoscopic examination ol the lesion ts necessary lo 
confirm ihe dragnosis. 



An arm-lob Interne In Ihe mandible. The lesion caused erosion &f 
Eh? adjacent tooth r c-c-Ls. 


TREATMENT RECOMMENDATIONS 

Surgical excision is ihe treatmenl of choice 


OTHER USEFUL CLINICAL INFORMATION 

* More common sn young adufts. 

* More common in the mandible. 

The leelh adjacenl lo ihe tesion are asymplornatrc and 
vitar. 

■ May exhi&j( corlical expansion 

DIFFERENTIAL DIAGNOSIS 

* Periapical granuloma 

■ Periapical cyst 

■ Simple bone cyst 

* Central giant celf granuloma 

* Calcifying odontogenic cyst 


FOLLOW-UP 

■ Because o* the recurrent potential of li-e lesion, dose 
f Ql low-up *s essential. 

CLINICAL SIGNIFICANCE 

* These tesJons are locally aggressive arid have a high rate 
□f recurrence. 

AmeJoblastomas occasionally metastasize, 
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PERIAPICAL RADI-DLUCEUT LESIONS 


CALCIFYING ODONTOGENIC CYST 


SYNONYMS 

* Gorim cyst 


ETIOLOGY 

* A developmental cyst lhal originates from tooth-forming 

epithelium 


DIAGNOSTIC STEPS 

* Percuss the leetli {(hey shoufd not be sensitive to percus- 
s&on), 

* Tesi !he vitality ol ihe teeth (they shouid test vital), 

* Microscopic examination of the lesion is necessary to 
confirm (he diagnosis 


TYPICAL RADIOGRAPH tC FEATURES 

* A circumscribed unilocular radioluceni lesion. 

• May be associated with erosion of Ihe roots of adjacent 

teeth. 




A cHici'yi.ng odontogenic cyst In me mfttidlble. The lesion caused 

erosion of 1he adjacent lopl-h foots. 



A calcifying odontogenic cyst in the mandible. The lesion caused 
erosion: oJ trie Bdljacenl tooth roots. 


TREATMENT RECOMMENDATIONS 


Enucleation 


OTHER USEFUL CLINICAL INFORMATION 


Mere common in adults. 


FOLLOW-UP 


More common in !he mandioulac premolar area. 

The leetn adjacem io the teaion are asymptomatic and 

vital. 


Periodic re-evalua^on, 


DIFFERENTIAL DIAGNOSIS 

■ Penapical granuloma 

■ Perrapical cyst 

• Simple bone cysi 

* Giant cell granuloma 


CLINICAL SIGNIFICANCE 


Calcifications can develop in the cyst lining causing |he 
Isston ig eventually appear radiopaque. 


* Ameloblastoma 
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PERIAPICAL BADJOUUC^NT LESIONS 


CEMENTOBLASTOMA 


SYNONYMS 


DIFFERENTIAL DIAGNOSIS 


' Benign cementoblastoma 
TruQ cemenloma 


ETIOLOGY 

* A benign neoplasm of cementobtasis shal develops at the 
root apex. 


* Periapical gianutoma 

* Periapical cyst 

* Focal sclerosing osteomyelitis 
Central giarM cell granuloma 

■ Ane!ob;asioma 

■ Calcifying odontogenic cyst 


TYPICAL RADIOGRAPHIC FEATURES 

• A circumscribed radioJucent lesson mai extends up uie 
toon root. 

Most often involves a mandibular molar tootti. 


DIAGNOSTIC STEPS 

* Percuss the involved tooth (it should not m pamful to 
peicussion, but may exhibit a dull sound). 

• Test Ihe vilalrty of the involved tooih <ii should lesi vital) 

■ Microscopic examination ol the lesion is necessary for 
definitive diagnosis. 



An Early cemenlndia&roma. Ihe IflCth was a symptomatic and 
vital. 


TREATMENT RECOMMENDATIONS 


Surgical excision 


FOLLOW-UP 


Periodic re-evaluatjon, 


OTHER USEFUL CLIMICAL INFORMATION 

More common in yciung adults. 
■ The invotvad tooth is agympJomatic and vital. 
* May cause cortical expansion. 


CLINICAL SIGNIFICANCE 

• With tim«. calcifications, develop wrthin the leston causing 
it to appear radiopaque 
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PERIAPICAL RAOlOLUCENT LESIONS 


LANGERHANS 

SYNONYMS 

* HislMxrylosis X 

* Eosi-nopriiJie granuloma 

ETIOLOGY 

■ A neoplastic proiiSeralaon qJ Langerhans cells (histio- 
eyre* i 

* Tne dise-ase can present in chronic focal, chfonic dissem- 
inated, and acute disseminated lorrns. 

TYPICAL RADIOGRAPHIC FEATURES 

* A solitary punched duI radioluoenl lesion around Ihe 

roots oi EQQlh. 

* May invoke multiple teeth 



La^gerhan's Cell tils^isr <GO&iriGphiJie granuloma J In ihe 

mandible. 


OTHER USEFUL CLINICAL INFORMATION 

* Wore common in children and young adulte. 

* Involved teeth are usually asymptonnaiic and vttal. 

* involved leeth are commonly mobile 

DIFFERENTIAL DIAGNOSIS 

* Periapical granuloma 

* Periapical cyst 

* Simple owe cyst 
■ Ameloblastoma 

* CaJcrfynng odontogenic cyst 


CELL DISEASE 

DIAGNOSTIC STEPS 

* Percuss the l&ettt (They should not be painftjl to percus- 
sion), 

■ Test the vitality oF the teeth (they should test vital}. 

- Microscopic examination of the lesion is necessary to 
confirm the diagnosis. 



LangCrhan's Cell disease (eosinophilic granuloma) In Ifie maxills. 
The lesion wa* Initially though! to be of endodontic origin, 

TREATMENT RECOMMENDATIONS 

* Surgical excision is tne treatment oi choice lor localized 
lesions, 

* Chemotherapy is necessary for effeminated iissue. 
FOLLOW-UP 

* Long-term loilow-up is essential. 
CLINICAL SIGMIFICANCE 

- The acute disseminated form of ihe disease is oMen 
rapidly ratal. 


http ://d entalb ooks> drb assam bl ogsp ot.co m 


PERIAPICAL R AD 10 LUCE NT LESIONS 

LOCALIZED AGGRESSIVE PERIODONTITIS 


SYNONYMS 

■ Early-onsel periodontics 

ETIOLOGY 

* Genetic predisposition. 

• Leukocyie (neutrophil} dysfunclion wilnout systemic 
mamfestattons. 

■ Specific bacterial flora \A. actinomycetemcootitans}- 

• Characterized by raprtf alveolar bono loss. 

TYPICAL RADIOGRAPHIC FEATURES 

* Alveolar bone toss localized to the first molar and incisor 
tea Hi. 



Alveolar bOTi* lo*a Jirgufid lhe maxillary Genial incisor t&olh in a 
12-year-old female wiltl ioceMjed aggressive periodontics. 


DIFFERENTIAL DIAGNOSIS 

■ Because ot its disliiiclive location and radiographic 
f eatures, localised aggressive periodontitis is inf requenlly 
contused wilh othei periapical radioluesnt lesions. 

TREATMENT RECOMMENDATIONS 

• Surgical therapy 

■ Systems antibiotic therapy. 

* Anlibacienai mouth rinses. 

FOLLOW-UP 

■ Close tonow-up is essential. 


CLINICAL SIGNIFICANCE 

» Way be assoaaied with sysiemic manifestaltonsor" immu- 

nolmjit dysfunction. 



Alveolar &one fosa areunc: ihe Mrs! mandibular malar tooihinsi 
l2-ye3f-&ld Itmtflfc witn localized aggressive [XS^odarilltis. 


OTHER USEFUL CLINICAL INFORMATION 

■ Typically exhibits a familial pattern. 

* Usually develops before the age of 13 years. 

• Minimal gingival inFlammation. 
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PERICORONAL RADIOLUCENT LESIONS 


GENERAL PRINCIPLES 

■ 

Lesions lhat appear as radioluoencies around ihe crown of an unerupled toolh are eilhe* devetopmen! 
cvsss or neoplasms thai originate from toolh'fomiing epithelium 

Some paricoronal lesions are initially radioluceni. but evenlually become radiopaque (Ihese lesions are 
also included in Ine section on pericoronal radiopaque lesions). 

The most common pericoronaS radtolucent lesions are dentigerOLia cysls. 

Penooronai lesions develop mosl often around unerupted mandibular third molar teelh. 

Pencoronal radiolucent lesions commonly displace the unerupted foolh around which they develop. 

LIST OF DISEASES 

COMMON DISEASES 

Demfgerous Cyst ... . . . . .. . . ............. 30 

Odontogenic Keratocyst — - . 31 

Ameloblastoma ., 32 

Ameloblastic Fibroma 33 

UNCOMMON DISEASES 

Adenomatoid Qdonlo^enic Tumor „ .94 

Calcifying Odontogenic Cyst , „ „ , 35 

Calcifyirig Epithelial Odontogenic Tumor ... R > 36 
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PEfllCOftONAL RAD 10 LUCENT LESIONS 


PENTIGERQUS CYST 


SYNONYMS 
• Follicular cyst 


ETIOLOGY 

* An odontogenic cyst that originates from Ihe reduced 
enamel epithelium ol the dental foliicle around line crown 
of an unerupled tooth. 

* Fluid accumulates in the space between ihe crown ot (he 
tooth and the dental follicle producing an eprtheliaMined 
cavily. 


TYPICAL RADIOGRAPHIC FEATURES 

* A circun i served unilocular radiolucent lesion with corti- 
cated margins encircling the crown of an impacted tooth, 

■ The involved 1.00th may be displaced by the lesion. 



An early denti-gerous cyst associated with an urtCrupltfd mandib' 
ular premolar tCHtfh, 


DIFFERENTIAL DIAGNOSIS 

■ Odontogenic keratocy&t 

* Ameloblastoma 

- Ameloblastic fibroma 

Adenomatoid odontogenic lumor 
+ Calcifying odontogenic cyst 

DIAGNOSTIC STEPS 

' Microscopic exam ins I -on ol (he lesion is necessary to 
confirm the diagnosis. 



A trenHgefOLJS cyst associated with an unoruplsd msndihulnr 
third melar tooth. 


TREATMENT RECOMMENDATIONS 

• Surgical enucleation and extraction of the unerupied 
looth. 


OTHER USEFUL CLINICAL INFORMATION 

• More common in young adults. 

• Mandibular third rnofars are Ihe most commonty involved 
followed by maxillary third molars and cuspids, 

• May be associated with conical expansion. 


FOLLOW-UP 

Periodic le-evaluation. 

CLINICAL SIGNIFICANCE 

* The epithelial lining ol a oentigerous cysi may rarely give 
rise to an odontogenic keratocyst. ameloblastoma, muco- 
cpidermoid carcinoma, or squamous cell carcinoma. 
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PERieORONAL RADIOLUCENT LESIONS 


ODONTOGENIC KERATOCYST 


ETIOLOGY 

* An odoMogenic cysl that typically Originates tram 
em&ryologtc remnants of in-e denial lamina. 

1 it may also develop from the lining ol a dentigerous cyst. 


TYPICAL RADIOGRAPHIC FEATURES 

* A circumscribed unilocular or muttif ocular radlolucenl 
lesion wilh corticated margins. 

• The lesion develops most often around an unerupled 
mandibular molar- 
It commonly displaces the unerupled tooto around whictl 
ft develops. 



An odontogenic keNitocyst rtss&ctilecl wiih an unerupied 
mandibular pr#mQlsr tooth, 

OTHER SIGNIFICANT CLINICAL INFORMATION 

* More common in adults. 

• Often causes cortical expansion. 


DIFFERENTIAL DIAGNOSIS 

Dangerous cysl 

* Androblastoma 
Arriafoblastic Fibroma 

* Adenomatoid odonlogemc lumor 

* Calcifying odontogenic cyst 


DIAGNOSTIC STEPS 

- Microscopic examination of Ihe lesions is necessary to 
conlirm the diagnosis. 



Multiple thdcnrcgemc kefatDcyits in a patient with nevoid 
bsssl cell caixtmsma syndrom*, 


TREATMENT RECOMMENDATIONS 

* Surgical enucleation is Ihe treatmeni of choice for smaller 
tesions. 

■ More extensive surgical reseclion Is necessary For larger 
tesdons. 


FOLLOW-UP 

• Because of She recuneni potenikal ol the lesion, close 
follow- up is es&anual. 


CLINICAL SIGNIFICANCE 

* An odontogenic keratocyst behaves more like a benign 
neoplasm than a developmental cyst (more lhan 30% ol 
the lesions recur following surgical excision). 

• Multiple odontogenic keratocysts are a feature of nevoid 
basal cell carcinoma syndrome (other components o1 the 
syndrome include bifid ribs and basai ceil carcinomas). 
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PEfllCORQNAL RADIO LUCENT LESIONS 


ETfOLOGY 

• A benign odontogenic neoplasm thai can develop from 
remnant of the dental lamina (re-sis ol Series). Heriw*g's 
rool shealh (rests of Malassez). reduced enamel epithe- 
lium lining ihe denial f oilide. or basal cells of surface 
epithelium. 

• Pencoronal lesions arise from reduced enamel epithelium 
thai fines the dental follicle around an unerupred tooth. 


TYPICAL RADIOGRAPHIC FEATURES 

* A circumscribed unilocular or mulitlacular radiolucent 
lesion WTlh a corticaled margin. 

♦ The lesson may exhibit a soap-bubble appearance. 

* Develops most often around the crown of an unerupted 
mandibular inird mater tooth. 

» Commonly displaces the toolh interiorly. 

• Often extends rnto Ihe ramus. 

• May cause resorpbon of the rooia of adjaceni leeth 



A muliHocutar ameloblastoma associated with an unarupted 
mandibular third molar tooth. Tha lesion caused erosion of 
the rool& ol udjatenl teeth. 


OTHER USEFUL CLINICAL INFORMATION 

• More common in young and middte-aged adults. 

* Commonly causes cortical expansion. 


DIFFERENTIAL DIAGNOSIS 

+ Dentigerous cyst 

• Odontogenic keralocysl 


• Ameloblastic fibroma 

■ Adenomatoid odontogenic tumor 

* Calcifying odontogenic cyst 


DIAGNOSTIC STEPS 

- Microscopic examination of Ihe lesion is necessary to 
confirm ihe diagnosis. 



A unHccylar anulofclHStOma associated with an u roup I CO 
mandibular IhPrd molar t&Oth. TTift JflftlOfi caused erosion ol 
mt roots of adjacanl teeth. 


TREATMENT RECOMMENDATIONS 

- Wide Surgical reseciion is the treatment of choice. 


FOLLOW-UP 

* Because oi the recurrent potential of the lesion, dose 
follow-up is essential. 


CLINICAL SIGNIFICANCE 

* These lasiofis are locally aggressive and have a htgh rate 
of recurrence. 

* Ameloblastomas occasionally metasiastfe. 

* Unicystic ameloblastoma is a variani □< this neoplasm 
mi lyp.'call/ appears as a circumscribed unilocular radio- 
lucenl lesion around an unerupled mandibular ihird molar 
looih. In some cases, unicyslic ametoblasiomas are less 
aggressrve and can be successfully ueated with surgical 
enucleation. 
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PEFIICOfiQNAL RADIOLUCEHT LESIONS 


AMELOBLASTIC FIBROMA 


ETIOLOGY 

• A benign neoplasm of tooth- forming epithelium. 

* Resembles ihe t?eli slage of normal loath development. 


DIAGNOSTIC STEPS 

* Microscopic examination of the lesion B necessary to 
conlirm the diagnosis. 


TYPICAL RADIOGRAPHIC FEATURES 

■ A cifcumscrfbed unilocular or imiltilocular radio-lucent 
lesion wtih corticated margins. 

• More than 90°a develop around the crown af an 
unenjpted tooth, usually a mandibular mofar. 



An ame-loblaitlc fibroma assaciate-d wilh an Lmajupted 
mandibular f if si molar l&olh 


OTHER USEFUL CLINICAL INFORMATION 

4 Mote common in children. 

■ Occasronalry associated with cortical expansion. 



An amcHotnascic re brum a as&uciatcri with an una ru peed 
mandibular premolar iqqIiti. 


TREATMENT RECOMMENDATIONS 


* Surgical enucleation with extraction of l^e unerupled 
tooth is the treatment of choice. 


FOLLOW-UP 


Pcnodic re-e'/aluaJion. 


CLINICAL SIGNIFICANCE 


DIFFERENTIAL DIAGNOSIS 

■ Denrigerous cyst 

* Odontogenic keratocyst 

- Ameloblastoma 

■ Adenomatoid odontogenic rximor 
a Calcifying odontogenic cyst 


* This neoplasm is much less likely 10 recuf than an amelo- 
blastoma. 

* There is a rare maltgnam counterpart of 1tiis lesion called 
an amelobsaslic fibrosarcoma. 
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PEFICORONAL RADlOLUCENT UESlOMS 


ADENOMATOID ODONTOGENIC TUMOR 


SYNONYMS 


Odontogenic adenomalQfrd tumor 


AmeJoblasnc fibroma 
Calcifying odontogenic cyst 


ETIOLOGY 


A benign neopJasm ol coolh-iofming epilhelium. 

Resembles the early bell stage □< normal toolh develop- 
menl. 


TYPICAL RADIOGRAPHIC FEATURES 


DIAGNOSTIC STEPS 


A cirtu inscribed unjfeocui&r radiotuceni lesion win corii- 
cated margins. 

h 

Commonly associated with the crown of an unerupled 
maxiHary anterior toolh (usually a cuspid), 



An adenomatoid Qdo-n Ecgonic t^mpr a-asooiateo" with an 
uneruplttl mamillary cuspid taofr. 


* Microscopic- examination of the lesion Is necessary to 
confirm the diagnosis. 



An adenomatoid odontogenic tumor associated wiih an 
ununited ms-netfbulaf cuspid tootn. 


TREATMENT RECOMMENDATIONS 


Surgical curettage 


FOLLOW-UP 


PpnodT re-evaJualson 


OTHER USEFUL CLINICAL INFORMATION 


* Mors common in children 

■ May be associated Willi cortical expansion. 


DIFFERENTIAL DIAGNOSIS 


* Dentigerogs. cys* 

■ Odomogenic kefaiocyst 


■ Ameloblastoma 


CLINICAL SIGNIFICANCE 

» An adenomatoid odontogenic tumor may be confused 
microscopically wllh ihe more aggressive ameloblas- 
toma, 

" An accurals diagnosis is essential because an adenoma- 
ford odontogenic I urn or requires only conservalive 
surgical therapy antf rarefy recuis. 

• An adenomatoid odontogenic tumor is initially radiolu- 
cenl, but focal or diffuse calcinations can evenluaiiy 
develop within ihe tumor causing a mixed radiolucent- 
radiopaque appearance. 
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PEfllCOBON AL RAOlOLUCENT LEbilONri 


CALCIFYING ODONTOGENIC CYST 


synonyms 

■ Gorim cysl 


ETIOLOGY 

* A developmental cysl that arises from toom-forming 
epilheJiuni. 

Pericoronal lesions develop 1rom reduced enamel epi* he- 
lium of the tfensai follicle. 


TYPICAL RADIOGRAPHIC FEATURES 

- A circumscribed unilocuFar or muJiilocular radiolucent 
lesion. 

Mw-si ofion associated with an unerupted cuspid. 
■ May cause erosion of the reels of adjacent leetn. 



A tallying odoniogflfilc cyil associated with an untruptcd 
mflscilla^v Cuspid iocilii. The lesson e-flLitfrd erosion of Lhe iq.q(s 
of adjacenE tecllY 


OTHER USEFUL CLINICAL INFORMATION 

More common in young atfulls. 

■ May be associated wilh cortical expansion. 

DIFFERENTIAL DIAGNOSIS 

■ Deetigerous cyst 

■ Odontogenic keraiocysl 
Ameloblastoma 

* Ameloblastic fibroma 

* Adenomatoid qdantogenk: tumor 

DIAGNOSTIC STEPS 

Microscopic exam inai ion of the lesion is necessary to 
conlrrm the diagnosis 

TREATMENT RECOMMENDATIONS 

■ Surgical enucleation 

FOLLOW-UP 

* P&nodic re-evaluation. 

CLINICAL SIGNIFICANCE 

* A calcifying odontogenic cyst is initially a radiolucem 
lesion, bul eventually, calcifcaljons can develop within 
the cysl well producing a mixed radiolucent-radiopaqije 
appearance. 

* A calcifying odontogenic cysl may occasionally occur in 
association with odontomas, adenomatoid odontogeny 
lumors. and ameloblastomas. 
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PERICORONAL RADIOL UCCNT LESIONS 


CALCIFYING EPITHELIAL ODONTOGENIC TUMOR 


SYNONYMS 


DIFFERENTIAL DIAGNOSIS 


Pindborg lumor 


ETIOLOGY 


• Dentigerous cysl 

* Odontogenic keratocyst 
■ Androblastoma 


A benign neoplasm itiat arises from tfte reduced enamel 
epithelium thai lines the dentai follicle or from remnanls of 
the dental lamina (rests oi Secres). 


TYPICAL RADIOGRAPHIC FEATURES 


i Ameloblastic fibroma 

■ Adenomatoid odontogenic lumor 

■ Calcifying odontogenic cyst 


A unilocular or mullSlocular rsdiolucont lesion with ill- 
defined margins. 

Commonly associated with Die crown of an unerupted 
mandibular molar. 


DIAGNOSTIC STEPS 

* Macroscopic examination ol the lesion is necessary to 
confirm the diagnosis 



A calcifying epithelial odoniograFnc turner ft^socjated with *n 
unsf iipted second molar loolh, 


TREATMENT R ECO M MEND AT IONS 


Surgical resection is the ueaiment or choice. 


FOLLOW-UP 


Because this neoplasm can exhibit multiple recurrences, 
close? follow-up is advisable. 


OTHER USEFUL CLINICAL INFORMATION 


CLINICAL SIGNIFICANCE 

* A calcifying epithelial odontogenic tumor is- inilially radio- 
luceni, but eventually, calcllications- develop wilhm the 
tumor causing a mixed radiofucent-radiopaqije appear- 
ance- 


More common in adults. 


Cortical expansion may be c-resenl, 
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INTER-RADICULAR RADIOLUCENT LESIONS 


GENERAL PRINCIPLES 

Lesions lhat appear as radiofucencEOS in the alveolar bone between adjacent tooth coots can represent 
inllarnmalory processes, developmental cysts or neoplasms or odomogenic origin. 

Some inter-radicufar lessons are inilrally radiolucem, bul eventually become radiopaque (these lesions 
are also included in the section on inter-racjicular radiopaque lesions)- 

The mos! common inter- radicular radiolucent lesions are of inflammatory Origin. 

Inter-radicular lesions commonly displace or erode 100th roots. 


LIST OF DISEASES 

COMMON DISEASES 

Residusl Cy&t . ■ ■ > ■ ■ > ■ * * ■ «.« # ■ ■ ■ » * »y« * ■> + b ■ ■ <**;■-■■■ .. . ...... . . < •. ■ < ■ »,£>i ■ ■» 38 

Lateral ly-DtspJaced Periapical Abscess / Granuloma / Cyst . 39 

Lateral Periodontal Cyst 40 

Odontogenic Keratocyst *1 

Ameloblastoma , 42 

UNCOMMON DISEASES 

CenlraE Gianl Coll <3ranu»orna. , 43 

Calcifying Odontogenic Cyst , 44 

Calcifying Epithelial Odontogenic Tumor l , , 45 

Nasopalatine Duct Cyst ... , 46 

Osteoporotic Bone Marrow Deled .. * .. * » .............. ^ ........... r b> 47 
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nAn i rt i nrEHT >6Stf>H5 WITH IBPEGHLAft MYCINS 



SYNONYMS 

• Acute osteomyelitis 


ETIOLOGY 

. A destructive inflammatory ptocess wilhin bone most 
olten caused by bacterial inlectiens {staphylocoec, and 
Slreptooocci are We usua causal** organisms!. 

. Often represents direcl extens.on ol an untreated p«f Lap- 
ical abscess into alveola* bane at the root apex 


TYPICAL RADIOGRAPHIC FEATURES 

. A m olh-eaten radlotucent lesion with irregular margins. 

■ More common In the posterior mandible. 

. Fragment ol necrotic bane (sequestra) may be visible 
wilhin the radiolucent areas. 

■ May perforate ina cortex causing a pathologic fraclure. 



DIFFERENTIAL DIAGNOSIS 

■ Bisphosphonate-reiatBd osleooecrose 
. Primary intraosseous carcinoma 

• Metastatic malignant neoplasms 

■ Osteogenic sarcoma 


of the jaws 


DIAGNOSTIC STEPS 


Microscope examination ol the lesion is necessary 10 
conlirm the diagnosis. 



lolloping loaltt e*lr B cll*Ji. The patient MM»p™ « * 
Mod for *qmnnHJ» «ll carcinoma in tne tleur ol trie mourn. 


Aeule 


oslocmyilrli* in ihe manaibl" following looih «*«nk»i. 


TREATMENT RECOMMENDATIONS 

• Systemic antibiotic therapy 

- Surgical debridement ol the necrotic bone 


OTHER USEFUL CLINICAL INFORMATION 
* More common in adults. 

. May be associated wilh local discomfort or paresthesia ol 

the lower lip. 
■ Commonly associated with fever and malaise. 


CUNICAL SIGNIFICANCE 


Bone thai has been if radiated is especially suscepiible to 
acuie osteomyelitis (osteoradionecrosis). 
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INTER-fl A DlC U LAR RADIOLUCEffT LE5LON& 


LATERALLY-DISPLACED PERIAPICAL 
ABSCESS / GRANULOMA / CYST 


ETIOLOGY 

- A periapical abscess, granuloma, or cyst thai is displaced 
rateraiiy because it 43 associated with Ihe opening at a 
lateral canal, raiher than the apical canal. 


TYPICAL RADIOGRAPHIC FEATURES 

* A circumscribed radioluceni lesion displaced iaterally 
along Ihe- Tooth rool. 

• The tooth may show deep caries, a large festora,tion, or 
evidence of previous endodonlic therapy. 



A laterally-displaced periapical (radicular; cys-C. 


OTHER USEFUL CLINICAL INFORMATION 

* The lootn will be nonvbtaL 

The toolh may (abscess) or may not (granuloma ■' cyst) 
be sensitive to percussion. 


DIAGNOSTIC STEPS 

• Percuss the tooth (it the lesion is an abscess, Ibe looth 
will be sensitive lo percussion: if rt is a granuloma f cyst, 
the tootti will not be sensitive so percussion). 

• Test the vilality of the pulp fit should be nonvital). 

■ Microscopic examination of the lesion Is necessary to 
confirm ihe diagnosis. 


TREATMENT RECOMMENDATIONS 

Endodonlcc therapy it Ihe tooth is reslorable 
- Extraction if ihe tooth is nol restora&le. 


FOLLOW-UP 

■ Periodic re-evaluation. 


CLINICAL SIGNIFICANCE 

• If untreated laterally- dispfaced periapical abscess can 
develop m'o osTeomyelitis, septicemia. Ludwig's angina, 
or cavernous sinus thrombosis. 

■ If untreated, laie rally-displaced periapical granuloma can 
undergo acute exacerbation 10 form an abscess. 

* In rare instances, squamous ceH carcinoma could arise 
from the epithelial lining of a laterals-displaced periapical 
cyst. 


DIFFERENTIAL DIAGNOSIS 

■ Residual cyst 

• Lateral periodontal cyst 

* Odontogenic keratocyst 
- A^eiooiasioma 
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I NTEfl -RADICULAR RADlGLUCEuT LESSONS 


LATERAL PERIODONTAL CYST 


etiology 

■ A developmental cysi that arises Irorri remnants of the 
dental lamina (reals of Serres). 

TVPICAL RADIOGRAPHIC FEATURES 

* A small circumscribed radioluoent lesion with corticated 
margins between ire roots ot adjacent teeth. 

May cause divergence 01 ad|accni loath roots. 


DIFFERENTIAL DIAGNOSIS 

• Residual cyst 

• Laterally-displaced penapicar abscess / granuloma .' cysi 

• Odontogenic keratocyst 
■ Ameloblastoma 

DIAGNOSTIC STEPS 

Microscopic examination of the lesion is necessary lo 
confirm the diagnoses, 




A taleral periodontal cvst I" thfl anterior nunitfiblB. 


TREATMENT RECOMMENDATIONS 

* Surgical enucleation 


OTHER USEFUL CLINICAL INFORMATION 

* More common in adults. 

* Occurs most often between ihe mandibular premolars 
and between the maxillary lateral incisor and cuspid 


FOLLOW-UP 

■ Periodic revaluation 


CLINICAL SIGNIFICANCE 

- Gingival cysi of the adult is Hie soft tissue countefpaii of 
Ihe lateral periodontal cysi. 
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INtER-fiADICULAR RAOlOlUCENT LESIONS 


ODONTOGENIC KERATOCYST 


ETIOLOGY 

- An oflontoQenic cyst thai commonly develops from eft no 
logic remnaTUs ol ine denial lamina (rests ol Serres). 

TYPICAL RADIOGRAPHIC FEATURES 

■ A circumscribed unilocular radioiucent lesion with corti- 
cated margins. 

» May cause divergence of adjacenl 1ooth root$. 



An odanldgertLc hsranotyst m trw mandible. The iGSifirt caused 
diverge-nte of th-e reels ol ad|icen| teeth. 

OTHER USEFUL CLINICAL INFORMATION 

• More common in adults. 

* Often causes conical expansion. 


DIAGNOSTIC STEPS 

* Microscopic examination of the lesion, is necessary to 
confirm ihe diagnosis. 



An odnnlogenic keratoeyS! Hi I rue mandible. The leskin caused 
tlivejg&nce of the roots Of ^djfl^enl l^elti. 


TREATMENT RECOMMENDATIONS 

* Surgical enudealion is ihc treatmenl of choice for smaller 
lesions. 

* More extensive surgical resection is necessary for larger 
lesions, 


FOLLOW-UP 

■ Because of the recurrent potential of ine lesion, close 
loJlow-up is essential. 


DIFFERENTIAL DIAGNOSIS 

- Hes»dual cyst 

* Laterally-displaced periapical abscess / granuloma < cyst 

* Lateral periodontal cysi 

• Odontogenic keralocyst 

• AmeiolDiastoma 


CLINICAL SIGNIFICANCE 

* Odontogenic keratocyst behaves more lltoe a neoplasm 
than a developmental cyst {more Irian 30% of the lesions 
recur following surgical excision), 

* Multiple odontogenic keratocysts are features of nevoid 
basal celL carcinoma syndrome (other componenls of the 
syndrome include bifid rtbs and basal cell carcinomas!. 
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INTER- RADICULAR ttAQlQLUCENt LESIONS 


ETIOLOGY 

■ A oenign odontogenic neoplasm that car develop Iron 
remnants of the dental lamina (resis of Serres). HeUv^g's 
rool shoal h crests of MaJasse/j, redis-ned enamel epilfte- 
Hum fining me denial follicle, or basal cells ol surface 
epithelium. 

- inier-radicular lesions arise from remnants of the denial 
lamina (rests ol Series), 


TYPICAL RADIOGRAPHIC FEATURES 

• A circumscribed unilocular or rn unilocular radiolucent 
lesion with corticated margins. 

■ lh& lesion may cxhibil a soap-bubble appearance. 

■ May cause resorption of Ihe roots of adjacenl teeth. 



DIFFERENT tAL DIAGNOSIS 

* Residual cysi 

* Laterally-displaced periapical abscess / granUorna / cyst 

* Lateral periodoniai cysi 

* Odoniogenic keraloc/si 


DIAGNOSTIC STEPS 

* Microscopic examination of Itie lasron is necessary *o 
confirm 1tie diagnosis 



A unMocular Ameloblastoma in 1hfi posUfnor mandible 


A muftlloculai 1 ameloblafiUSffla in the- anterior mandible. 


TREATMENT R EC OM MEND ATI O N S 

■ Wide surgical excision is the treatment of choice. 


OTHER USEFUL CLINICAL INFORMATION 

* More common in young and middle-aged adults. 

• Commonly causes conical expansion 


FOLLOW-UP 

■ Because of ihe recurrent poieniial ol the lesion, close 
follow-up is essential. 


CLINICAL SIGNIFICANCE 

T^ese lesrons are locally aggressive and have a ftgh fate 
of recurrence. 


* Ameloblastomas occasionally metastasize. 
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, INT^R-flADICULflR RADIO UJCF NT LESIONS 

CENTRAL GIANT CELL GRANULOMA 


SYNONYMS 

* Central giani cell lesion 

* Cenlral gran! cell tumor 

ETIOLOGY 

* A reacJFva granulomatous proliferation containing multi- 
nucleaied gtani cells {gene/ally thought 10 be osteo- 
clasts), 

* May represent a reparative response to inlFammation 

within the bone. 

TYPICAL RADIOGRAPHIC FEATURES 

* A unilocular or rn unilocular radiolucent lesion with circum- 
scribed or indislinct margins. 

■ Commonly located in (he anterior mandrble, 

■ Can cross Ifte midline. 

* May causa resorption □( adjacent tooth roots. 



A central giant cell granuloma in the anterior mandible. 

OTHER USEFUL CLINICAL INFORMATION 

More common in young adulss. 


• More common in ie males 

The reeth adjacenl 10 Ihe lesion are asymplornaue and 

■ There may be cortical expansion. 

DIFFERENTIAL DIAGNOSIS 

■ Residual cyst 

■ Lateral periapical abscess / granuloma / cyst 

■ Lateral periodontal cyst 

■ Odontogenic keretocyst 

• Ameloblastoma 

DIAGNOSTIC STEPS 

• Percuss the leelh (they shouJd nol be painful to percus- 
sion), 

• Test tha vitality of the teelh (ihe-> snc-uu vital). 

Microscopic examination of the lesion is necessary to 
confirm !he diagnosis- 

TREATMENT RECOMMENDATIONS 

■ Curettage is me ireatmenl of choice lor smaller lesions. 
Surgical excision may be necessary for larger lesions. 

• irilralesional conxoslerOfd injections n-ave been proposed 
as an alternative to surgical tfierapy. 

FOLLOW-UP 

• Periodic re-e valuation. 

CLINICAL SPGNtRCANCE 

• May be associated with aneurysmal bone cyst. 

■ May occasionally behave in a more aggressive fashion 
(central gram cell tumor). 

• Microscopically identical 1o ihe "brown lumor" of hyper- 
parathyroidism. 


IMTFRftJUICU. AR RAPFDLUCENT LESIONS 


CALCIFYING ODONTOGENIC CYST 


SYNONYMS 

■ Gorlin cyst 


ETIOLOGY 

* A development cyst that arises from tool rv forming 
epithelium. 

- Inter- radicular lesions develop from remnants ol the 
dental lamina (resLs of Serres). 


TYPICAL RAOfOGRAPHIC FEATURES 

* A circumscribed unilocular or muliilocular radiolucent 
lesion. 

■ May cause erosion of adjacem loom roots. 



A candying odontogenic Cyst m 1h e posterior mandible Th& 
esipn caused divergence and arcs Jon of lh« imIs pi adjacenl 


OTHER USEFUL CLINICAL INFORMATION 

■ More common in young adults. 

■ May be associated with cortical expansion, 

DIFFERENTIAL DIAGNOSIS 

■ Residual cyst 

■ Laterally-displaced periapical abscess / granuloma / cyst 

• LaieraJ periodontal cysl 
Odontogenic keratocyst 

• Ameloblastoma 

DIAGNOSTIC STEPS 

• Microscopic examination of the lesion is necessary to 
confirm diagnosis. 

FOLLOW-UP 

• Periodic re-e val uation . 

CLINICAL SIGNIFICANCE 

■ A catering odontogenic cyst is initially a radtprucent 
lesion, bui eventually, calcificarions can develop within 

(he cysl wall producing a mixed radroluceni -radiopaque 
appearance, 

• A calcifying odontogenic cyst may occasionally occur to 
association with odontomas, adenomatoid odontogenic 
tumor, and ameloblastoma. 
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JNTER-flADlCULAfl HADlOLUC£NT LESIONS 


CALCIFYING EPITHELIAL ODONTOGENIC TUMOR 


SYNONYMS 

* Pindborg tumor 

ETIOLOGY 

* A benign neoplasm thai arises from remnants of the 
dental iamiria (rests of Senes), 

TYPICAL RADIOGRAPHIC FEATURES 

- A unilocular or muMloculaf ratfioSucent lesion with ill- 
denned margins. 



A calcifying epithelial odon-sopenic tumor In the posterior 
mandible- 


OTHER USEFUL CLINICAL INFORMATION 

- More common in adults, 

• Conical, expansion may be presem. 


DIFFERENTIAL DIAGNOSIS 

* Residual cyst 

* Laterally-displaced periapical abscess ; granuloma / cysi 

* Lateral penodontal cyst 

■ Odontogenic keratocyst 
» Ameloblastoma. 

DIAGNOSTIC STEPS 

■ Macroscopic examination of (he lesion fs necessary to 
confirm tne diagnosis, 

TREATMENT RECOMMENDATIONS 

• Surgical resection is (he treatment of choice. 

FOLLOW-UP 

• Because Ihis. neoplasm can exh bit multiple recurrences, 
close follow-up i$ advisable. 

CLINICAL SIGNIFICANCE 

• A calcifying epithelial odontogenic tumor is initially radio- 
iLJceni, but eventually, calcifications develop within the 
lumor causing a mixed radiolucenwadiopaque appear- 
ance. 


NASOPALATINE DUCT CYST 


SYNONYMS 

■ Incisive canal cyst 

ETIOLOGY 

• A developmental cyst ihat arises from embryologic 
rem/i ants of ihe Nasopalahng duct 


TYPICAL RADIOGRAPHIC FEATURES 

* A circumscribed radiolucen! oval -shaped fesKsn. 

• Located in tte mrdline of *he anterior maxNIa at She srte of 
Ihe incisive foramen. 

May cause erosion of Ihe adjacenl tooth rool. 



A nasopalatine duel cyst tt "he anitrtar masilla. 


OTHER USEFUL CLINICAL INFORMATION 

• The maxillary ce ntral incisors are asymptomatic and vrtgl . 

* May be associated wi(h swelling of the incisive papillae 

DIFFERENTIAL DIAGNOSIS 

* Because ol Its disiinctive location and radiographic 
features. Nasopalatine duct cyst is fnfrequently contused 
with olher inter- radicular lesions. 

DIAGNOSTIC STEPS 

• No tfiagnoslec Sleps olfier than recognition ol typical radi- 
ographic features, 

- Microscopic examinaiion of flto lesion is necessary to 
confirm the diagnosis. 

TREATMENT RECOMMENDATIONS 

» Surgical excision 

FOLLOW-UP 

• Periodic re-evaluaiion. 

CLINICAL SIGNIFICANCE 

■ This lesion can also present as a periapical radiolucency. 
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INTER- RADICULAR ft AO 10 LUCENT LESIONS 


OSTEOPOROTIC BONE MARROW DEFECT 


SYNONYMS 


Focal osteoporotic marrow defect 


ETIOLOGY 

* A focal accumulation of hematopoietic marrow that 
develops at the site of previous lootti extraction. 


TYPICAL RADIOGRAPHIC FEATURES 


• An ill-defined radiolucertt lesion at the sdle ol previews 
lootti extraction. 



OTHER USEFUL CLINICAL INFORMATION 

* More common in middle-aged adults. 

* More Common in females. 

More common in the mandibular molar area. 


DIFFERENTIAL DIAGNOSIS 

• Plesidual cysl 

- Laterally-displaced periapical abscess / granuloma / cyst 
■ Lateral periodontal cyst 

* Odontogenic keraiocysl 

- Ameloblastoma 


DIAGNOSTIC STEPS 

* Microscopic examination of the fesian is necessary to 
confirm the diagnosis. 


TREATMENT RECOMMENDATIONS 


to confirm the diagnoses. 
• No further treatment necessary. 


Art osteoporotic bone marrow defect in the manclifrlft. 
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PERIODONTAL FAD Id LUCENT LESIONS 


CHROMIC PERIODONTITIS 


SYNONYMS 

■ Chionic periodonial disease 


ETIOLOGY 

Pathogenic bacteria in dental plaque 

* Predisposing factors include inadequate oral hygiene 
aging, smofting, uncteriying systemic disease, and low 
socioeconomic siatus. 


DIFFERENTIAL DIAGNOSIS 

+ Combined periodontic-endodonik- I^Aians 

* Langerhans cell disease 
Leukemia 

DIAGNOSTIC STEPS 

* MiCrOSCOpk; examination of the lesion is necessary 10 
confirm the diagnosis. 


TYPICAL RADIOGRAPHIC FEATURES 

• A rddioiucent lesion with irregular margins 

Initially, [he lesion may be locanz&d to the bone ol the 
alveolar cresl, but it can eventually progress to involve 
the entire supporting bone. 

* The lesions can be localized to a single tooth or general- 
ized lo involve all the teeth in an arch. 



Chronic perlGdenlills with lass at supporting mveo^r done- 


OTHER USEFUL CLINICAL INFORMATION 

* Chronic periodontitis occurs with greatest frequency in 

adults. 

* Associa ted so 1 1 1 issue cnanges *ndude s^eMIng, redness, 
Lind blooding of the diseases gingiva. 

* The epithelial attachment will be lost and Ihe deplh of the 
gingival sulcus will increase as the disease progresses 

* Involved teeth exhibit accumulations of subgingival 
plaque. 

Involved teeth are commonly mobile. 
■ One or more periodontal abscesses may also be present 

* The lesions are usually not painful. 



Chronfc periodontitis In a palieni wiift poorly wndrpHed diabetes 
ma tilt us. 


TREATMENT RECOMMENDATIONS 

* Elimination of predisposing factors, il possible 

Scaling, root planing, curettage, or periodontal surgery 
may be indicated depending on the extent of the lesions. 

■ Procedures designed to regenerate alveolar bone or the 
epithekai attachment may be benefieial- 

* Topical antibiohc therapy may aid in the resolution of 
relractory cases 


FOLLOW-UP 

* Because of the chronic nature ol 1ft e disease, dose 
term follow-up is essential. 

CLINICAL SIGNIFICANCE 


neiraciory or rapidly progressive periodontal disease 
may indicate the presence of a serious systemic disease 
such as diabetes mel'ihis. leukemia, or acquired immuno- 
deficiency syndrome. 

The presence of chronic pericKJoniitts may increase lhe 
ris* tor hean disease, stroke, and diabetes meliituS- 
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PEHIuOuHTAL RADIO LUCE NT LESIONS 

COMBINED PERIODONTIC-ENDODONTIC LESIONS 


ETIOLOGY 

* Periodontal ertension of pulpal infection usually Ihrough 
a lateral canal, or pulpal progression of a periodontal 
n'ection usually through the apical loramen 

TYPICAL RADIOGRAPHIC FEATURES 

* A ratfioPuceni lesicn with irregular margins along one root 
surface or completely s-urtouftdirig the root 



A combined periodenlie-*rtdOd&ntlG lesion. Previous end&dornrc 
therapy hid been unsuccessful. 


OTHER USEFUL CLINICAL INF0RMAT10M 

• The involved toolrt ■mir be nonvital. 

Trie involved tooth may be sensitive to percussion. 


* Trie involved loolti may be mobile, 

* Periodontal probing will reveal loss ol the epithelial 
attachment. 

* Pu& may drain from the gingival suicus. 

DIFFERENTIAL DIAGNOSIS 

■ Chronic periodontitis 

* Langerhans cell disease 
p Leukemia 

DIAGNOSTIC STEPS 

* Percuss Eha rootfr {It may be pa m Jul to percussion^ 

■ Test the vitality ol Ihe pulp (it should be non vital). 

* Microscopic examination of the lesion is necessary to 
confirm the dagnosis. 

TREATMENT RECOMMENDATIONS 

* Endrxiofltic-penodonlic therapy if ihe tooth is resiorabte 
and there is- adequate alveolar bone. 

■ Extraction with curettage of the lesion if (he tooth Is 
rwnrestorabfe. 

CLINICAL SIGNIFICANCE 

* If untreated, a combined periodontic-endodontic lesion 
can develop into osteomyelitis, septicemia, Ludwig's 
angina, or cavernous sinus thrombosis. 
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PERIODONTAL RADIOLUCENT LESIONS 


LANGERHANS CELL DISEASE 


SYNONYMS 


Hisliocytosis X 


Eo&inoph'lic granuloma 


OTHER USEFUL CLINICAL INFORMATION 

• More common in children and young adults, 

• Involved Teeth are usually asymptomatic and vital. 
Involved teeth are commonly mobile. 


ETIOLOGY 

* A neopla&tic proliferation of Langerhans cells (histio- 
cytes) 

■ Trie disease can present in chronic focal chronic dissem- 
inated, and acute disseminaied forms. 


DIFFERENTIAL DIAGNOSE 

■ Chronic periodontitis 

• Combined penodonticendodonlic lesions 

■ Leukemia 


TYPICAL RADIOGRAPHIC FEATURES 

■ A solitary punched-oul radioluceni lesion completely 
surrounding the rooi of one of more ?eeih 

The Involved leeth may appear 1o be floating in a radrolj- 

cem space. 



Langerban"s cell disease (eosinophilic granuloma^ in the 
poslerior mandible. The teeth appeared to be floating m a radiDlu- 
certl ipace. 


DIAGNOSTIC STEPS 

■ Percuss the teeih {ihey should noi be painfui lo percus- 
sion). 

* Test the viiaMy of the teeih (ihey should tesi vital), 

• Mcroscopic examination of ine lesion is neceasary lo 
confirm the diagnosis, 

TREATMENT RECOMMENDATIONS 

■ Surgical excision is the Treatment ol choice for localized 
lesions. \ 

- Chemotherapy is necessary lor disseminated disease. 
FOLLOW-UP 

• Long-term follow- up is essential. 
CLINICAL SIGNIFICANCE 

* Tne acute disseminated form of the disease is often 
rapidly falal. 


PERIODONTAL RADlOLUCEHT LESIONS 


LEUKEMIA 


etiology 

■ leukemias are malignant neopJasms thai arise from 
*Nte Wood cell precursors in bone ma now. 

• Tlrvey are frequently associated with chromosomal abnor- 
malities. 

* leuKemias can arise from granulocytic precursors (gran- 
ulocytic ox myelogenous leukemia) or 1rom lymphocytic 
precufsws (lymphocytic leukemia), 


TYPICAL RADIOGRAPHIC FEATURES 

A radrolucent le&ion with irregular margins around one or 

Tie involved tecih appear to be fioaling in a radioluceni 

space. 



Alvrolar bona loss caused by chronic l&ukemJo. The leeih 
appeared t& b# Hooting in a radiorucon? Space. 


OTHER USEFUL CLINICAL INFORMATION 

* Acute leukemics are more common in children. 

* Chfomc leukemias are more common in adults. 

* The invoked leetft are often mobrle 

■ Qlher oral mucosal changes include ulcerations, gingival 
swelling, and pelechial hemgrihages. 

* Clinical signs and symptoms include fever, weight loss, 
anemia, and persisted infections, 

DIFFERENTIAL DIAGNOSIS 

* Chronic periodontics 

* Combined penodontic-endodonlic lesions 

* Lsngerhans cell disease 

DIAGNOSTIC STEPS 

* Microscopic examination of ihe lesron is necessary 1 to 
confirm trie diagnosis. 

TREATMENT R ECO MM EN DAMONS 
Multidrug chemotherapy 

* Total body irradiation followed by bone marrow transplan- 
tation 

FOLLOW-UP 

m Close long-term follow-up is essential,. 
CLINICAL SIGNIFICANCE 

* Acute leukemias are very aggressive and have a poor 
prognosis. 

■ Chronic leukemics are less aggressive and nave a beiier 
prognosis. 
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PERIODONTAL RADIQLUCENT LESIONS 

SCLERODERMA 

SYNONYMS OTHER USEFUL CLINICAL INFORMATION 

* Systemic sclerosis ■ More common fn middle-aged females. 

■ Progressive systemic sclerosis 


ETIOLOGY 

* A chronic autoimmune disease which causes fibrosis of 
the skin and visceral organs (heal, lungs, kidneys, and 
gaslrointeslmal trad). 

TYPICAL RADIOGRAPHIC FEATURES 

Generalized widening of the- periodontal membrane 
space 

Resorption ol Ihe mandibular ramus, condyle, and coro- 
noid process 



Wi-cfenlfig of Hie pernHJonlaJ membrane space. The patrerlt had 
scleroderma. 


DIFFERENTIAL DIAGNOSIS 

Chronic periodonlitis 

■ Ccur-ncd penodo n I ic-0 r dodo ni-c i£S On.?. 

• Osteogenic sarcoma 

0 (A GNOSTIC STEPS 

• Skin biopsy reveals, deposits ol acellular collagen in the 
dermis, 

■ The- presence oi specific antinuclear anlibodies can i>e 
demonsirated m the blood of patients with scleroderma. 

TREATMENT RECOMMENDATIONS 

v Treatment includes sysiernic corticosteioMjs, peniciila- 
mine, azathiopnne. and supportive therapy. 

FOLLOW-UP 

• Lone-term follow-up is essential. 
CLINICAL SIGNIFICANCE 

■ Often associated with other autoimmune diseases such 
as rheumaioid arthntis. systemic lupus erythematosus. 
Sjogren s syndrome, and CREST syndrome. 

• Because of cardiac, pulmonary, and renal mvolvemeni. 
the long-lerm prognosis is generally poor. 
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PERIODONTAL RADIGLUCENT LE$IOKS 


OSTEOGENIC SARCOMA 


SYNONYMS 

* Osteosarcoma 


ETIOLOGY 

■ A malignant neoplasm of osteoblast 


DIFFERENTIAL DIAGNOSIS 


Chronic perwdonirhs 


Combined periodonlic- endodontic lesions 
Scleroa&rnia 


TYPICAL RADIOGRAPHIC FEATURES 

* Early lemons can present as Irregular widening of the 
periodontal membrane space. 

* More common in ttie posterior mandible. 


DIAGNOSTIC STEPS 

* Microscopic exammaiion ol 1he lesion is necessary lo 
confirm the diagnosis. 



TREATMENT RECOMPAENDATIONS 

■ Surgical resection is rtie treatment of choice. 


FOLLOW-UP 

• Because of the aggressive nature ol this malignancy, 
long-term follow-up is essential. 


Weening ol thfl periodontal membrane spacfr ti round a mandib- 
_s 'a* 1 irsl mo 1-Hr toolh caused by early pslo&gcnic Sarcoma. 

OTHER USEFUL CLINICAL INFORMATION 

■ Wore common in adult males. 

■ May be associated wilh locaf cortical expansion. 


CLINICAL SIGNIFICANCE 

• The incidence ol osteogenic sarcoma is higher in indrvid- 
uals witti Pagers disease 01 bone. 

■ The prognosis for osteogenic sarcoma of ine jaws is 
better lihan for osteogenic sarcoma arising in Jong bonus 
of tfie skeleton. 
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RADIOLUCENT LESIONS NOT ASSOCIATED WITH TEETH 


GENERAL PRINCIPLES 

* Radsorucent lesions nol associated wilh teeth can represeni Inflammatory, dy aplastic developmental or 
neoplastic processes 

* These lesions may develop in areas once occupied by teeth {extraciion sites) or in parts of the bona 
separated from exiling teeth. 

* Radtilucent lesions not associated wilh leeth can be eiltier unilocular or mullilocular, 

* M unilocular radtolucencies nol associated with teeth shoutd be asp.rated prior la surgical intervention to 
rute out Ihe possibility of a central vascular lesion. 

* Same radiolucent Jesions noi associated with teeth are initially radiolucont, but eventually beoome 
radiopaque {these lesrons are also included in the section on radiopaque lesions nai associated with 
teeth). 


LIST OF DISEASES 


COMMON DISEASES 
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Residual Cyst 

Florid Cemenla -osseous Dysplasia 
Ametobrastoma 

Odontogenic Keralocysl ..... 
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UNCOMMON DISEASES 


Central Giani Cell Granuloma 
Aneurysms* Bone Cysi . 
Gemenlo-ossifying Fibroma 
Stafne Bone Defect 
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Langerhans Cell Disease 

Central Arteriovenous Malformation 


1 ■ I 4 4 Jh R i 


l«llfll.J..i.4|4 


■pi m ■■ a 


----- ■ i 


i ■ ■ k i 


t ^ t n m u ft ■ ■ .n a, j l. 


rl r i i ■ b j 


> - - - * * m -u \ 


■ - - - 


58 

■ ■ ■ ■ ■ ■ * I f 1 I.I I I i iJu 

■ •^i ■lie 3 9 
^w.,, 61 

..62 

......... . 63 

64 

65 

r -r ..... . . .. . , . 88 

r a. a . ....... 1^1 r 


57 


RADIOL UCEHT LESIONS NOT ASSOCIATED WITH TEETH 


RESIDUAL CYST 


SYNONYMS 


* Resrdual radicular cyst 


ETIOLOGY 


DIAGNOSTIC STEPS 


Microscopic examination of i»ie lesion is necessary to 
confirm trie diagnosis. 


* A radicular (periapical) cyst thai remains within me alve- 
olar bone after the associated roolh has been removed. 



TYPICAL RADIOGRAPHIC FEATURES 

m A circumscribed unilocular r^diolucent lesron with com- 
cated margins in an edenlulous sp^ce previously occLh 
pied by a tooth, 




A residgsi funicular cysi In ihe mandible. Trie i&shsn was djswu- 
ered on e rotiHne dental r^di-o graph. 


TREATMENT RECOMMENDATIONS 


Surgical enucleation 


A ?§£idu3l radicular cy*i in th* maxilJaL The lesion was discos 

flrfrd r>n a rotijinfl dental radiograph. FOLLOW-UP 


OTHER USEFUL CLINICAL INFORMATION 

* More common in adults. 

* There will be a history of extractor* of a symptomatic 
toolh in th.e edentulous area, 


■ Periodic rc-e^alualion. 


DIFFERENTIAL DIAGNOSIS 

* Cemenio-osseous dysphasia 

* Ameloblastoma 

* Odontogenic keratocyst 


CLINICAL SIGNIFICANCE 

- In rare instances, squamous celf carcinoma could anse 
from the epitheliaf lining of a residual cyst. 


HAt)lDLUCeMT LE$lON£ MOT ASSOCIATED WITH TEETH 


FLORID CEMENTO-OSSEOUS DYSPLASIA 


SYNONYMS 

fc Cemento-osseous dyspasia 


ETIOLOGY 

* A readive profile raiion in response to unknown lactors 


DIFFERENTIAL DIAGNOSIS 


Residual cysl 
Ameloblastoma 
Odontogenic keratocyst 


TYPICAL RADIOGRAPHIC FEATURES 

■ MuHiple. circumscribed radiol Licences in one or more 
quadrants 

■ More common in Ihe posterior mandible. 


DIAGNOSTIC STEPS 

■ Microscopic examination of the tesion fs necessary to 
conlirm the diagnosis. 



Plori:) 'irmrr'.rn.nsseoub. dysplasia in itie mandible. Radiopaque 
IfrSi-OflS <sl florid C£inranld-cis-s;£ftLJ5 dysplasia were also present. 


OTHER USEFUL CLINICAL INFORMATION 

■ More common in middle-aged Alrican- American females. 

The Fesions are often discovered on rouline denial radio- 
graphs. 

■ They are usually asymptomalic, bul may occasionally be 
jisocia?ed whh low-grade clironic diacomfon. 


TREATMENT RECOMMENDATIONS 


■ No Ireaim-ent necessary unless secondarily inlecled. 

* Lesions uufiich become secondarily inlected are treated 
with surgical de&ridemenl and systemic antibiotics 


FOLLOW-UP 


* Periodic re-evaJuation. 


CLINICAL SIGNIFICANCE 

* With Itme. calcified material (bone and cememlum) will be 
deposited within Ihe resions and Ihey will appear radio* 
paqu*, 

* May be associated with penapcal cemrjnio-osseous 
dysplasia. 

- The use of ire 1erm dysplasia does nol mean lhat these 
lesions are premaiignant. 
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RAOIOLUCEHT LEMONS NOT ASSOCIATED WITH TEETH 


AMELOBLASTOMA 


ETIOLOGY 

* A benign oCofiKJCjenic neoplasm thai can develop from 
remnants of the dental lamina (resls ol Semes), Hertwig's 
root sheath {rests of MaLaasez), reduced enamel eprthe- 
Hum lining the dental follicle, or basal cells of surface 

epithelium. 


TYPICAL RADIOGRAPHIC FEATURES 

* A circumscribed unilocular or m unilocular radiolucent 
lesion wUti corticated margins 

* The lesion may exhibit a soap-bubble appearance. 



A. unilocular amflfo&JifltorTii \n Ine posterior mandibl*. Th& Ihind 
moJaf tEMth hicf be&n previously exlracted. 

DIFFERENTIAL DIAGNOSIS 


■ Residual cyst 

■ Cememo-osseous dyspasia 

• Odontogenic keratocy&t 

■ Central giant cell granuloma 

* Central arteriovenous malformation 


DIAGNOSTIC STEPS 

* Multilobular lesrons should be aspirated pno* to surgery 
to rule o i n ih? possibility of a vascular lesion. 

• MrCrOSCQpic examination of the lesion is necessary to 
confirm Ihe diagnosis 



A multilpcular amEJati la stoma in the paste/iGr mandiOlB- Teeth in 
Itw arcs had been e-xuatcad many ywirs ago. 

TREATMENT RECOMMENDATIONS 

Wide surgical excision is the trealmeni of choice. 

FOLLOW-UP 

* Because o1 the recurrent polential ol this lesion, close 
follow-up is essential. 

CLINICAL SIGNIFICANCE 

* These lesions are focaily aggressive and have a Ngh rale 
Of recurrence. 

■ Ameloblastomas occasionalty metaslasrze. 
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HA DJO LUCENT LESIONS NOT ASSOCIATED WITH TEETH 


ODONTOGENIC KERATOCYST 


ETIOLOGY 

* An odontogenic cyst thai develops from remnants of the 
dental lamina (rest ol Serros) 

TYPICAL RADIOGRAPHIC FEATURES 

A arcumscriped unilocular or muhrtocular radiolucent 
ies*on wiln corticated margins 



An odontogenic toaiocyst in the posieri^r mandible. This legion 
nad rMurrtti after surgieit enuc^eation. 

OTHER USEFUL CLINICAL INFORMATION 


* Mens common in adults. 

- Often causes cortical expansion. 

DIFFERENTIAL DIAGNOSIS 

* Residual cyst 

* Cemento-osseous dysplasia 

* Ameloblastoma 

Cental gianl cell granuloma 

- Central arteriovenous malformation 


Of AGNOSTIC STEFS 

Microscopic examination of the lesion is necessary to 
ccnlirm the diagnosis. 



An odontogenic keratocysl in rhn mandible. The lesion caused 
li a pension of the corteje. 


TREATMENT RECOMMENDATIONS 

* Surgical enucleation is tfie treatment of cnoice for smaller 
lesions. ^ 

■ More esctansivs surgical resection is necessary for larger 
lesions. 


FOLLOW-UP 

* Because of the recurrent potential of In is Icsiqi close 
follow-up Is essenlral. 


CLINICAL SIGNIFICANCE 

Odontogenic keratocysi behaves more like an aggressive 
benign neoplasm than a developmental cysl (more than 
30% ol the lesions, recur following surgicaf excision). 

* Multiple odontogenic keratocys-is are a feature ol nevotd 
basal cell carcinoma syndrome (other components of ine 
syndrome incfude bilid ribs and basal ceN carcinomas). 
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HADIOLUCEriT l_E£lOP,£ ^OT ASSOCIATED WJtH TEfcTH 


ANEURYSMAL BONE CYST 


ETIOLOGY 


DIFFERENTIAL DIAGNOSIS 


A reactive process that may represeni a variant ol c&nlral 
■5;ani call granuloma. 

Ngi a true cyst (does noi have an epithelial lining). 


TYPICAL RADIOGRAPHIC FEATURES 


Ameloblastoma 
Odontogenic keratocysl 
Central giant granuloma 


CesHral arteriovenous malformation 


A circumscribed rniJlEilocular radiolucent lesion, 

More common in the p-o&lerior mandible. 

May cause prominent expansion of the infenor border 1 . 


DIAGNOSTIC STEPS 


■ Microscopic examination ot Ihe lesron is necessary to 
confirm Ihe diagnosis. 



An aneurysms! bono Cyil in Ihe mandibular. Blood under l&w 
pi&iSuMj could be p4pi rai Dd horn ihe lesion, but Ihstt was no 
bruit on au^pultalion. 


An aneurysmal bene cyst in the posterior mandible. There was 
prom men! espsnslflfi of Iht infer ior border of the mandible. 


OTHER USEFUL CLINICAL INFORMATION 


More common in young adults. 

May be associated with cortical expansion 

Blood can be aspirated from the Fesron because it 
contains large vascular spaces, however, there is no 
associated bruit (common in --irtenovenOL's maJforma^ 

tions). 


TREATMENT RECOMMENDATIONS 


Surgical enucleation is the treatment of choice. 


CLINICAL SIGNIFICANCE 

* May be associated wiih cam rai giani cell granuloma or 
librous dysplasia. 
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RAOKM.UCEKT LE5.0N5 NOT ASSOCIATED WTTh TEETH 


CEMENTO-OSSIFYING FIBROMA 


SYNONYMS 


hbroma 


ETIOLOGY 

* A benign fibfc-osseous lesion containing cementum and 
bone 


DIFFERENTIAL DIAGNOSIS 

■ ResiduaJ cyst 

♦ Cemento-osseous dysplasia 

■ Ameloblastoma 

* Odontogenic keratocys-t 

■ Central arteriovenous malformation 


TYPICAL RADIOGRAPHIC FEATUHES 

• A unilocular of multilGCLilar radiolucent wiih corticated 
margins 

■ More common mine posienor mandible. 



DIAGNOSTIC STEPS 

MulUtoculai -esions should be aspirated prio* lo surgery 
Lo rule out the po&sifciNiy of a vascular lesion. 

* Microscopic examination of the lesion 15 necessary to 
confirm the diagnosis. 


TREATMENT RECOMMENDATIONS 

Surgical enucleation is the treatment ol choice. 


FOLLOW-UP 


Periodic re-evalualion. 


Cwn*nio-G£iifyirtg fibroma m thp pgstflrt&f mandible Ttis lesion 
caiuwd expansion ol the cortex, 

OTHER USEFUL CLINICAL INFORMATION 

More common in children and young adults. 
■ Commonly associated wiih cortical expansion. 


CLINICAL SIGNIFICANCE 

* Cemento-ossifying fibroma is initially a radioluoenl lesion, 
but eventually, calcificalions develop within the lesion 
producing a radiopaque appearance. 

- An aggressive lorm of this Jesion (juvenile ossifying 
fibroma) is more likely lo recur following conservative 
therapy. 


RADIOLUCEHT LESICN^ NOT ASSOCIATED WITH TEETH 


STAFNE BONE DEFECT 


& VkJ 1 > v iir 


DIFFERENTIAL DIAGNOSES 


■ 


Done cyst 


* Ungual mandibular salivary gland depression 


Because at *\s distinctive locatron and Orographic 
features, Stafne bona defect is infrequently confused wilh 
other radicHucent lesions not associated with teeth. 


ETIOLOGY 

* A depression *n The lingual cortex of the mandible 
containing an accessory lobe of the submandibular salt- 
vary gtand 


TYPICAL RADIOGRAPHIC FEATURES 

* A Drcumgcribed unilocular radiofucency with corticated 

margins 

■ Located in the posterior mandible below the inferior alve- 
olar canal 



A SltfrK tor» detect in She posterior marrdibfe. Trie fadiolutEficy 
was ftelOW tr» inltfioi" alve&lar canal. 


DIAGNOSTIC STEPS 

■ No diagnostic steps other than recognition, ol ihe typical 
radiographic features. 

■ Sialography will confirm that the tissue in the depression 
is salivary gland- 



A Slain b bdna dafftct in the po-slarifir mandible. Tha radioluCency 

was belaw ihe inrefiw alveolar canal. 


TREATMENT RECOMMENDATIONS 

* No treatmem necessary. 


FOLLOW-UP 

• Periodic re-evalualion. 
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RADIO LUCENT 1ESIONS NOT ASSOCIATED WITH TEETH 


LANGERHANS CELL DISEASE 


SYNONYMS 


* Histiocytosis X 

* Eosinophilic granuloma 


ETIOLOGY 

* A neoplastic proliferation ol Langerhans cells {histio- 
cytes) 

* The disease can present m cnromc focal chronic dissem- 
inated, and acute disseminated 1orms L 


TYPICAL RADIOGRAPHIC FEATURES 

■ A solitary puncned-out radiolucent lesion 


Langerhan's cell disease- {eosinophilic granuloma) In the 

poslerior mandible. 


OTHER USEFUL CLINICAL INFORMATION 

* More common in children and young adults. 


DIFFERENTIAL DIAGNOSIS 

• Residual cyst 

■ Cemento-osseous dysplasia 

Ameloblastoma 
Odontogenic keralocysl 

■ Central giant cell granuloma 
Cemanlo-ossifying fibroma 



DIAGNOSTIC STEPS 

■ Microscopk: examination of Ihe lesion is necessary to 
confirm the diagnosis. 


TREATMENT RECOMMENDATIONS 

* Surgical excision is ihe treatmenl of choice for localised 
lesions, 

* Chemotherapy is necessary for disseminated disease. 


FOLLOW-UP 

■ Long term toiiow-up is essential, 


CLINICAL SIGNIFICANCE 

* The acute disseminated form ol the disease is often 
rapidly fatal. 
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RADJOLUCEMT LESlQMS NOT ASSOCIATED WITH TEETH 


CENTRAL ARTERIOVENOUS MALFORMATION 


SYNONYMS 


* Central hemangioma 


ETIOLOGY 


OTHER USEFUL CLINICAL INFORMATION 

■ More common in cnifdren and young adults. 

■ More common In females, 

Typical*/ associated wittt a brurt on auscultation. 


A deieci in the development oJ blood vessels causing a 
vascuter malformation wilhin bone 

Blood in the malformed vessels is under high arterial 

pressure. 


TYPICAL RADIOGRAPHIC FEATURES 

■ A muhtocular radial ucem lesion with corticaleo margins 

■ May exhibil a sgap-birotrie appearance, 
• Wore common in (he mandible. 



A central arterlevenauB marronnHrion In the juandibre. Blood 
under high pesm* COlikJ b& a spirals Imm 1h« |*&ion, ( here 
™ 9 dlalincl bruit on fluscurtnn'on, 


DIFFERENTIAL DIAGNOSIS 

* Ameloblastoma 

■ Odontogenic keraioeyst 

* Central gianl cefl granuloma 

* Aneurysmal bone cysl 


DIAGNOSTIC STEPS 

■ Aspiralron of the lesion will produce bright red blood 
untfer arterial pressure. 

* Microscope examination of the lesion is necessary to 
confirm the diagnosis. 


TREATMENT RECOMMENDATIONS 

Embolization of ihe leson is the treatment of chance. 


F0LLQW4JP 


Periodic re-evar" notion 


CLINICAL SIGNIFICANCE 

• A related benign neoplasm of blood vessels, central 
hemangioma, contains blood under low pressure. 
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RADIQLUCENT LESIONS WITH IRREGULAR MARGINS 


GENERAL PRINCIPLES 

# Radiolucent lesions with irregular margins can represent inflammatory processes, primary malign am 
neoplasms arid melaslatic rnalignani neoplasms. 

* The term '"moth-eaten' is commonly used to describe the radiographic appearance of These lesions, 
« The most common radio-lucent lesions Aiih irregular margins are the result of osteomyelitis. 

• Some lesions with Irregular margins are irnteiiy radtfluceni, but eventually become radiopaque (these 
lesions are also incfuded in ihe section on radiopaque lesions with irreguEar margins}. 


LIST OF DISEASES 
COMMON DISEASES 

Osteomyelitis 


i4.>.»>j B .| H ta.^ rrT|irr , ar , aaiiaiL j aLI , Bki 


I I i I i I ■ I 
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Bisphosphohace-reiased Osteonecrosis of the Jaws 71 


UNCOMMON DISEASES 

Primary Intraosseous Carcinoma . 72 


Meiastatic Mahgnanl Neoplasms 


■ ti-it'i i'ii'i 1 ^ 3 

Osteogenic Sarcoma 7i 
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RADIOL UCENT LESIONS WFIH tn REGULAR MARGINS 


BISPHOSPHONATE-RELATED OSTEONECROSIS OF THE JAWS 



- 43Ca33ed wilb [he use of bisphosphonates which 
» Lsed n che treatmeni of Pagefs disease of bone, osleo- 
pmi multiple myeloma, and bone melaslases from 

~"# tssphospnonases interfere with osteoelas? Function 
rus rttitaung normal bone remodeling. 

I - : ~ VeoLar trauma, especially tooth eair&ction, irs- 

rHiNis the risk ol BRONJ. 

BRONJ ts encountered more often with the use of potent 
t*Mnous btsphospnonaiea, 


fYPrCAL RADIOGRAPHIC FEATURES 

- ":*"-eat&n radioJuceni lesion with irregular margins. 

Mpye common in the postenor manoibte. 

■ Fragments of necrotic bone < sequestra) may be visible 
wBm the rardioluceni areas. 

* ttay perforate the cortex cmsrng a pathologic fracture. 



SAONJ evolving Iba pqsteffar mandible at tha site of a recent 
bMM* wwtioi. The paEianl Had b*«n taking an Oral bisptiospho- 
iw to* twe years tor the treslmenl of osteaporo&is. 


OTHER USEFUL CLINICAL INFORMATION 
Mare common »n adult females. 

Palienls have a history dI bispnosphonates treatment. 

* Paiient typically mparts a receni loolh exi faction ai ine 
sile of osteonecrosis. 

DIFFERENTIAL DIAGNOSIS 

- Osteomyelitis 

Primary intraosseous cafcinoma 

- Metastatic malignant neoplasms 

* Osteogenic sarcoma 

DIAGNOSTIC STEPS 

* History of bispnospnofiates therapy confirms the 
dfagrKisis. 

TREATMENT RECOMMENDATIONS 

Eliminate existing dental diisease tn?fore the use of fois* 
pnosphonaies 

■ Antibacterial mouth rinsas. 

* Systemic amniotic therapy 

* Systemic pain control 

■ Surgical debridement 

FOLLOW-UP 

* Close follow-up is essential. 

CLINICAL SIGNIFICANCE 

* May complicate treatment ol future denial disease. 
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HADJDJJCENT lE5iQN$ WITH IRREGULAR MARGINS 


PRIMARY INTRAOSSEOUS CARCINOMA 


SYNONYMS 


imraosseous squamous cell carcinoma 
Iniraosseous mLjcoepideTrnoid c&rcinoma 


ETIOLOGY 


DIFFERENTIAL DIAGNOSIS 

* Bisphosphonate-re&ated osteonecrosis of the jaws 

* QsteomyeliiFS 

* Metastatic malignant neoplasms 

* Osteogenic sarcoma 


Maligna nl epithelial neoplasms arising primarily within 
bone 

Primary intraosseous carcinomas include squamous cell 
carcinoma arising Irom the epithelial lining of an odonto- 
genic cyst and mucoepidemicid carcinoma arising Irom 
salivary gland Ifssuo entrapped in bon^ 


TYPICAL RADIOGRAPHIC FEATURES 


A moth-eaten radioluceni lesion with irregular margins 
May perforate the cortex causing a patrrologic traciure. 
More common in ihe posterior mandible. 


DIAGNOSTIC STEPS 

■ Microscopic Gxaminaiion oS she lesion is necessary 10 
confirm the diagnosis, 






Primary inlrAOB^eouE In Ihe anterior mandible, Tha pAtlflflL 
complained of paresthesia of Ilia- lowdr lip. 



Primary inlrao&SatiuS £af CirtOma In the p&Sleftor mandible. The 
patient complained Of p*n&siM8la Q1 rne lower lip. 


TREATMENT RECOMMENDATIONS 


Wide surgical resection ot the lesion 


Resection of regional lympn nodes if chncaHy warranted 


FOLLOW-UP 


OTHER USEFUL CLINICAL INFORMATION 


Because of the probability of local recurrence and distant 
melasiasiSr close follow-up is essential. 


- More common in adults. 

* May be associaied wim local discomfort or paresthesia of 
the lower hp. 

May be associated with regional lymph node metastasis. 


CLINICAL SIGNIFICANCE 

- Local recurrence or distant metastasis is associated wi!h 
a poor prognosis. 


HADIQLUCENT LESIONS WITH IRREGULAR MARGINS 


METASTATIC MALIGNANT NEOPLASMS 


ETIOLOGY 

* Malignant neoplasms can spread through blood vessels 
(hematogenous metastasis) 10 the jaws. 

* Pnmary malignancies include carcinomas arising Irorn 
lung, breast. coJon. and prostate. 


DIFFERENTIAL DIAGNOSIS 

■ Bisphospnonate- related osteonecrosis of the jaws 

■ Osteomyelitis 

• Pnmary intraosseous carctnoma 

■ Osteogenic sarcoma 


TYPICAL RADIOGRAPHIC FEATURES 

• A mow -eaten radioluoent lesion with irregular margins 
- May perforate the cortex to cause a pathologic fradure. 
■ More common in the posterior mandible. 



Metallic colon cancer in the posterior mandible. Tne patent 
complained O* psreslhesia of the lower lip. 


DIAGNOSTIC STEPS 

* Microscopic examination ot tne lesion is necessary lo 
confirm ihe diagnosis. 



Meiastitlc lung cancer In the posterior mandEble. Thfl tumor 
£aui*d I pfllKotoglc fraelura qf the Inferior border or Ihe 
m.<i ndi ble. 


TREATMENT RECOMMENDATIONS 

■ Surgical resecrJon 

' Radiation therapy if clinically warranted 


OTHER USEFUL CLINICAL INFORMATION 

* Mora common in adult males. 

■ May be associated wish local discomfort and paresthesia 
of the lower lip, 


FOLLOW-UP 

■ Close follow-up p& essential. 
CLINICAL SIGNIFICANCE 

■ The malastalic lesion may tie The fjrst indication of 

Metastatic malignancies to the jaws are associated wjth a 
very poor prognosis. 
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RADIOLUCEttT LESIONS WITH IRREGULAR MflfiQIMg 


OSTEOGENIC SARCOMA 


SYNONYMS 

* Osteosarcoma 


DIAGNOSTIC STEPS 

* Microscopic examination at the lesion ts necessary lo 
confirm the diagnosis. 


ETIOLOGY 

* A malignant neoplasm of osieo&lasts. 


TYPICAL RADIOGRAPHIC FEATURES 

* A moth-eaten radroluceni lesion with irregular margins 

* May perforate lhe cortex lo cause a paihologic fracture. 

* More common in itie poslerrOr mandible. 



Otogenic sarcoma of the maneJlblC In an edenlulDus patient, 
Th* flfitlent complained or pn-'cithcsla of tlhB lower lip. 


OTHER USEFUL CLINICAL INFORMATION 

■ More common in adult males. 

* May be associated wiih cortical expansion, 

* May be associated with local discomfort and paresthesia 
of the lower lip, 


DIFFERENTIAL DIAGNOSIS 

• Bispnosphonate-related osteonecrosis of the |aws 

• Osteomyelitis 

Primary intraosseous carcinoma 



Osteogenic sarcoma of the posterior mandible. The palient 
eom-plaineti of paresthesia of the lower lip. 


TREATMENT RECOMMENDATIONS 

* Surgical resection is the ireaiment of entice. 


FOLLOW-UP 

Because of the aggressive nature ot Ifris malignancy, 
fong-te-m follow-up is essential. 


CLINICAL SIGNIFICANCE 

* The incidence of osteogenic sarcoma is higher in individ- 
uals with Pagefs disease of kone. 

* The prognosis for osteogenic sarcoma of the jaws is 
better than for osteogenic sarcoma arising in long bones 
of the skeleton. 


Meiastatic malignant neoplasms 
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PERIAPICAL RADIOPAQUE LESIONS 


GENERAL PRINCIPLES 

■ Lesions iri^u appear as radiopaques at the root apex can represenl inflarnmalofy, dysplasia, or 
neoplastic processes, 

• Some periapical radiopaque lesions are initially radioJucent (Ihese lesions are also included in section 
on periapical radiolucent lesions). 

• Penapica cemento -osseous dysplasia and Idiopathic osteosclerosis are the most common periapical 
radiopaciiies. 

• l| is important to remernhar Thai when iho lerrn dysplasia is applied lo a lesion in bone it does not 
indicale premalig nancy. 

LIST OF DISEASES 

COMMON DISEASES 

Periapical Cemento-osseous Dysplasia , 7B 

Idiopathic Osteosclerosis . . . . 77 

Focal Sclerosing Osteomyelitis . . . . . , . . . 78 

Anlral Pseudo-cyst .....79 

EKOStOSeS ».„.... r . * . i ....... i ..... . r , r . ~ ,-„,,,,. 90 

UNCOMMON DISEASES 

Cemefltobtastoma 01 

Cemento-ossif ying Fibroma r .,. ......... 82 
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PERIAPICAL RADIOPAQUE LESIONS 


PERIAPICAL CEIUIENTO-OSSEOUS DYSPLASIA 


SVNONYMS 

* Cemeniai dysplasia 

■ Cementoma 

ETIOLOGY 

* A reactive proliferation m response io unknown factors 

TYPICAL RADIOGRAPHIC FEATURES 

* Circumscribed radiopaque lesions wilh distinct radioiu- 
cent margins at the ends ol the roots ol muliiple mandib- 
ular anterior teeth 

■ The teeth involved are usuaify free of canes or restora- 
tions. 



Periapical tverwnta-Ps&vQus dysplasia* Th# t*#1h are asymplom- 
■Ik arvd vile I. 

OTHER USEFUL CLINICAL UN FOR NATION 

* The lesions are asyrnptomalic. 

* They are usually discovered on rouline dental radio- 
graphs. 

* More common in middle-aged African-American lernalcsL 


DIFFERENTIAL DIAGNOSIS 

■ Because of ils distinctive location and radrographic 
features, periapical cemen to-osseous dysplasia is infre- 
quently confused with other periapical radiopacities. 


DIAGNOSTIC STEPS 

Mo diagnostic steps other than recognition ol the typical 
radiographic features. 



Periapical cementD-osseous dysplasia. "The Ceclh am asymptorn- 
a tic and vital. 


TREATMENT RECOMMENDATIONS 
* No treatment necessary. 


FOLLOW-UP 

■ Pe i iodic re -evaluation. 


CLINJCAL SIGNIFICANCE 

■ Early lesions appear as multiple periapical radkjkicen* 

* May be associated wilh llorid cemenlo-osseous 
dysplasia. 

■ The use of the term dysplasia tfoes nol rnean thai these 
lesions are premalignajit. 
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PERIAPICAL RADIOPAQUE LESIONS 


FOCAL SCLEROSING OSTEOMYELITIS 


SYNONYMS 

■ Focal chronic sclerosing osteomyelitis 
* Condensing osteitis 


DIFFER ENTI A L 0 IAGN 05 IS 

■ IdhopalNc osteosclerosis 

• Cemenioblastoma 

• Cernento-o&sifying fibroma 


ETIOLOGY 

* Chronic osteomyelitis lhat develops at (he root apex of a 
looth with chronic pulpitis secondary to dees* eyries. 


TYPICAL RADIOGRAPHIC FEATURES 

* A circumscribed radiopaque lesion al ihe root apex of a 
tooth with deep caries or a large restoralion 

- A dsslmct periodontal membrane space is usually presenl 
(the radiopacily does not appear to merge wilh me 

cemenlum of the root apex). 

■ A radiolucent margin may iur.-ci.r-cJ :ne radiopaci?y. 



Focal sclerosing osteomyeHl is. The patient i frrnpl alnfrd ol a dull 


DIAGNOSTIC STEPS 

* Percuss the loath {It shoutd not be sensitive !0 percus- 
sion). 

* Test the vitality ol Ihe pulp (it usually iesTsnon\n*ai). 

* Microscopic exannnaicon ol periapical tissue is necessary 
(0 confirm Ihe diagnosis. 



Focal sclerosing oileomyeliris. The patient complained ol 1 dull 
toothache. 


TREATMENT RECOMMENDATIONS 

* Endodontic therapy if Ihe looth is neslorabte. 

* Extraciion it ihe tooth is no! re&torable. 


OTHER USEFUL CLINICAL INFORMATION 

* A mandibular premolar or molar tooITi is the most 
freQuenlly nwolverl 

* Trie tcoih may be asymptomalk;, or Ihere may be chronic 

pain of low intensely. 

T n e tooih -is usual]/ not sensitive to percussion. 

* Tne pulp Is usually nonviial 


FOLLOW-UP 


* Periodic re-evaluation. 


CLINICAL SIGNIFICANCE 


Early lesions appear as periapical radio! ucencies. 
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PEfflAlMCAL RADIOPAQUE LESlQNS 

ANTRAL PSEUDOCYST 


SYNONYMS 


AntraJ polyp 


ETIOLOGY 


imaiory Huid caused oy an odontogenic or sin us 
neenon rhat accumulates under and erevale* I he 
mucosa! fining of tha maxillary antrum 


TYPICAL RADIOGRAPHIC FEATURES 

* t uniformly radiopaque mass aosrng from 

the floor of I ho maxillary antrum. 



t^^^I 13 ^ ant i ral P 56 ^*^" -n Ihe miliary sinus adiacerig 
- -he root ap.ees of the masrlJPary molar teeth. 


OTHER USEFUL CLINICAL INFORMATION 

* The lesion is usually asymptomatic. 

* Tha lesigo Is typically discovered on routine dental 
radiographs. 

* II may occur more frequency du ring (he cold winter monlhs. 


DIFFERENTIAL DIAGNOSIS 

■ Because of ik distinct location and radiograph feaiurss 
the antral pseudocyst is ^frequently confused with olher 
periapical radiopaque lesions 



Ail i mlial pseudocyst adjacent 1c the root aptee* pf art endoctonEi- 
taMy-ireateo maxillary mcJar too*h. 


TREATMENT RECOMMENDATIONS 

* Because ft fi& harrnJess. no ueatment Is 
anlraf legion. w 


necessary for 


- Odontogenic or sinus rnfection should be treated If 
present. 


FOLLOW-UP 

■ Periodic re-evaJuatiDn. 


PEflr APICAL RADIOPAQUE LES QrvS 


SVNONVMS 

• Palatal torus 

4 Mandibular fori 
» Buccal exostoses 

* Palaiai exostoses 

ETIOLOGY 

■ Developmental defec! 

p A mass 01 de nss bone extending from the cortex of alve- 
ola r or palatal bone. 


TYPICAL RADIOGRAPHIC FEATURES 

• Circumscribed radiopaque n*a&s superimposed over 
adjacent teeth. 



ManditHJllf t*fi Superimposed CWe? She rools- rt1 tiiinrSibmiBr tedjh. 


OTHER USEFUL CLINICAL INFORMATION 

■ More common irv adulls. 

■ Typically asymptomatic. 

DIFFERENTIAL DIAGNOSIS 

* Because of its tfistinctrve locaiion and radiographic leaiures, 
exotoses are infrequently confused with olher radiopaque- 
resions rioi associaied wilh teem. 

TREATMENT RECOMMENDATIONS 
Trealmenl is usually noi recuired 

■ May require surgical excision If repeaiedly subletted 
to trauma or rf Ihey inlarfsre with insertion ol a dertta[ 
prosifies 

FOLLOW-UP 

* Periodic re-evalualion.. 


BO 


PERIAPICAL RADIOPAQUE LE5IONB 


CEMENTOBLASTOMA 


sttmon y m s 


DIFFERENTIAL DIAGNOSIS 


cementobiastorna 


True Oefn^ntcrna 


EDO LOGY 

- A benign neoplasm of cementoblasts inat develops ai the 

root apex 


TYPICAL RADIOGRAPHIC FEATURES 

* A circumscribed radiopaque Jasiori lhat appears lo be 
oonflueni with tne rocrt surface cementum (a distinct peri- 
odontal membrane space us not present). 

* A torn radiolucent margin is usually visible around the 
radiopaque mass. 

* Most often involves a mandibular molar sooih. 



Idiopathic osteosclerosis 
Focal sclerosing osteornyelihs 
Gemento^ossifying fibroma 


DIAGNOSTIC STEPS 

* Percuss the (hvoJv*ed tooth (IL should not be painful Eo 
percussion, but will exhibit 3 dull sound). 

* Test the vilainy of trie involved tooth (it should test vital) 

* Microscopic: eKamrnation of the lesion is necessary to 
confirm the diagnosis. 



CamenEoMasloma. A distinct fadl^ucc-n! margin areircles the 
radiopaque mass. 


C*m*fl(ebtaslofna. A distinct FadlCluCfcnt margin encircles 1h< 
mast. 


TREATMENT RECOMMENDATIONS 


■ Surgical excision 


OTHER USEFUL CLINICAL INFORMATION 

■ Mot common In young adufis, 

* The involved tooth i& asymptomatic and vilal. 

■ Percussion of the looth causes a dull sound. 


FOLLOW-UP 

■ Periodic re-evaruation. 


CLINICAL SIGNIFICANCE 


May cause cortical expansion. 


* Early lesions appear as periapical radjolucencies. 
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PERIAPICAL flAOrDPAOUe LESION* 


CEMENTO-OSSIFYING FIBROMA 


SYNONYMS 

■ Cementlfymg hbroma 

ETIOLOGY 

A benign frbro-osseous lesion containing cemenHjm artel 
bone 

TYPICAL RADIOGRAPHIC FEATURES 

■ A circumscribed rnotHed radiopaque lesron 

• A Grin radiofucent margin is usually v/i&ibfe aroiirrj vie 
radiopaque ma&s. 

• More- common in ire posterior mandtbte. 


May cause resorption or displacement ol adjacent "coin 



Cairrenlo-og^ilyling fi&ronm in the posterior mandible. 


OTHER USEFUL CLINICAL INFORMATION 

More common in children and young adults. 

* Commonry associated wilh cortical expansion. 

DIFFERENTIAL DIAGNOSIS 

Idiopathic osieosrterosis 
Fooal sclerosing osteomyelitis 
C ernentoblastoma 

DIAGNOSTIC STEPS 

Pctcjss trie adjacent toom (il shoufd not be painful \o 
percussion), 

* Test me vitality or adjacent lootn (it should lest vrtai) 

- Microscopic exainmaiion ol the lesion is necessary to 
confirm she diagnosis. 

TREATMENT RECOMMENDATIONS 

* Surgical enucleation is the ireairnent of choice. 

FOLLOW-UP 

* Periodic re-evalualion. 

CLINICAL SIGNIFICANCE 

* An aggressive lorm of Ibis lesion (juvenile ossifying 
fibroma) is more likely to recur loiiowmg conservative 
therapy. 
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PERICORONAL RADIOPAQUE LESIONS 


GENERAL PRINCIPLES 

Lesions lhal appear as radiopacrties around lh£ cro^n o-l an ungrupled tootft are ei:ne r develop Tenia! 
cysls or neoplasms thai originate from lootri-forfning epithelium 


Some pencoronal radiopaque lesions are i 
on pericoronal radiolucent lestons). 


radioluceni (these lesions are included in ihe section 


These lesions lypically present wfth a mixed radiolucent- radiopaque appearance. 
Odontoma is the most common pericoronal radiopacities. 


LIST OF DISEASES 


Odonloma 

Adenomatoid Odontogenic Tumor 


COMMON DISEASES 


84 
95 


UNCOMMON DISEASES 


• 1 r ■ 


Calcifying Odontogenic Cyst 
Calcifying Eprthehal Odontogenic Tumor 


■ i i i i i i . i 


■ ■fell 
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PERLCOflONAL PADIOPA&UE LESIONS 


ODONTOMA 


SYNONYMS 

* Compound odontoma 
■ Complex odontoma 


DIFFERENTIAL DIAGNOSIS 

* Adenomatoid odontogenic tumor 

* Calcifying odontogenic cyst 

* Calcifying epithelial odontogenic lumor 


ETIOLOGY 

• A benign odontogenic neoplasm lnnl can produce all the 
ussues found in a matura toolh (enamel, dentin, 
cementum. and oulpj. 


DIAGNOSTIC STEPS 

* Microscopic examination of the lesion is necessary to 
confirm the diagnosis. 


TYPICAL RADIOGRAPHIC FEATURES 

■ A circumscribed lesion comaining rninialure teeth 
(compound odontoma) or radiopaque masses that do not 
resemble teem (complex odontoma). 

More common in the maxilla, 



A compound odwitonia associated mlft an ynertipiad mandibular 
[hi-rd molar tooth. 



A C&mpl+JC odontoma atSOdateS wllh an untrupl&d mandibular 

third molar loortu 


TREATMENT RECOMMENDATIONS 


Surgical enucleation 


FOLLOW-UP 


OTHER USEFUL CLINICAL INFORMATION 

- More common m children and young adults, 

• Prevents eruption ol me associated tooth (the lesion is 
often discovered because the affected lootn tails le 
erupt). 


Periodic re-evaluation, 


CLINICAL SIGNIFICANCE 

■ Odontomas can occasionally be associaled with dentig- 
erous cysts and calcifying odontogenic cysts. 


PEFHCOFONAL RADIOPAQUE LESIONS 


ADENOMATOID ODONTOGENIC TUMOR 


ONYMS 


3*3fitDgefi»c adenomatoid tumor 


mo LOGY 


A tiemgn neoplasm of tooth-forming epiihelium 

fUssemtrfes Ms early bell stage of normal loath develop^ 

mem 


TYPICAL RADIOGRAPHIC FEATURES 

* A circumscribed unilocular lesion with focal or diffuse 
calcifications producing a mixed radroluceni-radiopaque 

appearance 

* Commonly associaled with ihe crown oJ an uneiupted 
maxrltary aniorioi tocih (usually a cuspnd) 



«J*rYOmatom cdonl*g*jii c lumor associated wi(h an 
J masiiJIary cuspid tooth. 


OTHER USEFUL CLINICAL INFORMATION 

• More common in children. 

• May be associated with cortical expansion, 


ENTIAL DIAGNOSIS 

• Octanfoma * 

Caiofying odontogenic cysr 
Calcifying epflhe.-ial odontogenic tumor 


D EAGNQSTIC STEPS 


■ Microscopic examination or the lesion is necessary lo 
confirm the dFagnosis. 



An atfcnomatold Odontogenic- tumor associated with an 
unfrfuptod rciBxiJlsry cus-pid tooth, 


TREATMENT RECOMMENDATIONS 

* Surgical curettage 


FOLLOW-UP 


Period- c re-evalualion 


CLINICAL SIGNIFICANCE 

- Adenomatoid odontogenic tumor may be confused micro- 
scopically with the iriofa aggressive ameloblastoma. 

■ An accurate diagnosis is essential because adenomatoid 
odontogenic tumor requires only conservative surgical 
therapy and rarefy recurs. 

- Adenomatoid odontogenic tumor is initially radigJuoenl, 
but focal or diffuse caJciftcalions can eventually develop 
within the tumor causing a mixed radsolucent- radiopaque 
appearance. 


INTER-RADICULAR RADIOPAQUE LESIONS 

GENERAL PRINCIPLES 

• i«i©n* thai appear as radiopacities in the alveolar bone belween adjacent tooth rogis can represent 

.-■-■^atory processes, developmental cysts or benign neoplasms. 

* Some inter-radicular radiopaque lesions are Initially radk»lueenr (these lesions are included in the 
section on inle radicular radio-lucent lesions. 

• Tha moss common inter-fadicular radiopaque lesion is the odontoma. 

* inier-radicular lesions comrrtonly displace or erode leeth. 

LIST OF DISEASES 

COMMON DISEASES 

Odonloma on 

Iciopatfiic Osteosclerosis 91 

Focal Sclerosing Osteomyelitis 92 

UNCOMMON DISEASES 

Osteoma a** 

Calcifying Odontogenic Cyst . , „ w 

Cemen!r>osslyjn g Fibroma , ; 95 


^^WUD>Cl^A» 2LC'.3**,QU€ LESIONS 



SYNONYMS 

• Compound odontoma 
Compfex odontoma 


ETIOLOGY 

- A benign odontogenic neoplasm thai can produce all Ihe 
tissues found in a mature toolh (enamel, denim 
cemenium, and pdp). 


TYPICAL RADIOGRAPHIC FEATURES 

• A circumscribed lesion containing mfniaiure teeth 
(compound odonioma) or radiof>aque masses thai do nol 
resemble teeth (compje* odontoma). 

More common in the maxNIa. 


DIFFERENTIAL DIAGNOSIS 

* Idiopathic osteosclerosis 

■ Focal sclerosing osteomyelitis 

* Osteoma 

* Calcifying odonlogenic cyst 

■ Cemenio-ossrfying fibroma 

DIAGNOSTIC STEPS 

* Micjoscopjc examination of Ihe lesJon is necessary to 
confirm (he diagnosis 



f 




A comply odcmdmp fn ihe anterior maxifla. 


A compia* odontoma in th* anterior maxilla. 

TREATMENT RECOMMENDATIONS 

• Surgical enucleation 


OTHER USEFUL CLINICAL INFORMATION 

• More common in children and young aduJEs. 


FOLLOW-UP 

Periods re-awJualion. 


CLINICAL SIGNIFICANCE 

* Odontomas can occasionally be associated with denlig- 
e r ous- cysss and calcifying odontogenic cysts. 
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INTER-RADICULAR RADIOPAQUE LESIONS 


IDIOPATHIC OSTEOSCLEROSIS 


SYNONYMS 


Osteoporotic scar 


bone island 


Focal periapical osteopetrosis 


ETIOLOGY 


DIFFERENTIAL DIAGNOSIS 

■ Odontoma 

Focal sderosing osteomyelitis 
- Osteoma 

* Calcifying odontogenic cyst 

■ C&mento-ossifying fibroma 


Unknown elwDlofly 


DIAGNOSTIC STEPS 


TYPICAL RADIOGRAPHIC FEATURES 


■ Percuss Ifte teeM (they will nol be sensitive 10 percus- 
sion). 


A orcumscubed radiopaque lesion belween the roots o1 
adjacent leetti. 

Most often involves mandibular molar teeth. 


Tesl (he vitality ol the teeth (they will test vital). 




IdiopalJii-c ostEOficleras-is. The ladlri is asymptomatic and vital. 


idiopathic osteosclerosis, The leetri are asymptomatic an$ vital. 


TREATMENT RECOMMENDATIONS 


OTHER USEFUL CLINICAL INFORMATION 


No Ifeatmeni necessary, 


■ Mofe common m adults. 

* The adjacent teeth are usually free of canes or restora- 
tions, 


FOLLOW-UP 


Periodic re-e valuation 


Tno adjacent teeth are asymptomalrc and viiai. 


CLINICAL SIGNIFICANCE 


* These lesions may regress m older patients. 
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INTERNA QIC LJLAR RADIOPAQUE LESIONS 


FOCAL SCLEROSING OSTEOMYELITIS 


SYNONYMS 


DIFFERENTIAL DIAGNOSIS 


Focal chronic sclerosing osteomyelitis 
Condensing osteitis 


ETIOLOGY 

• Chronrc osteomyelitis lhat develops at Ihe root apex of a 
tooth wilh chronic pulpitis secondary to deep caries 

* Trie lesion may exiend m:o the inier-radicurar alveolar 

tone. 


TYPICAL RADIOGRAPHIC FEATURES 

- A d*curtiscribafc| radiopaque lesion between the roots ot 
adjacent teeth with caries or large restorations 

■ A distinct periodontal membrane space is usually present 
(Ihe radiopacity does not appear to merge with Trie 
cemeniuiri of the root apex), 


■ 


A radiolucent margin may surround Hie racfiopatiiy 



Focal screfos:.ng asled-mv*lllift. Ihr pal if n I cflitfplairtMl Ofi I du\ 
loalhache. 


• Odontoma 

■ Idiopathic osteosclerosis 

■ Osteoma 

■ Calcifying odontogenic cyst 
Cemento-ossifying Irbroma 


DIAGNOSTIC STEPS 

• Percuss the teelh (tney should not be sensitive 10 percus- 
sion). 

- Test the vitality ol she teeth (they should test vital, twit the 
pulpai response may b& altered). 

• Microscopic examination of periapical lissue necessary 10 
confirm ihe diagnosis. 



Focal sclerosing osieomyelilis TUG patient complained or a dull 
toothache. 


TREATMENT RECOMMENDATIONS 


• Endodontic therapy il Ihe teeth are restorable. 
Extraction il ihe teeth are not resloratjle 


OTHER USEFUL CLINICAL INFORMATION 


■ Mandibular premolar or molar leath are the most 
frequently involved. 

* The teeth may be asymptomatic, or there may be chronic 
pain at low intensity. 

* The teeth are usually not sensitive lo percussion, 

* The teeth are usually vilal 


FOLLOW-UP 

* Periodic re-evaluation. 


CLINICAL SIGNIFICANCE 


Early lesions appear as periapical radiolucencies, 
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«MTER- RADICULAR RADIOPAQUE LESIONS 

OSTEOMA 

ECOLOGY DIAGNOSTIC STEPS 

A ben*gn neoplasm of osteoblasts - M croscopic examination of the lesior. is necessary to 

confirm ihe diagnosis. 

TYPICAL RADIOGRAPHIC FEATURES 



Ai oiUonia In tfr« ant«fpar marvdlbk. Tim irolon li displacing 

Ad j*cem tooth rocis. ■ Surgrcaf excision 


OTHER USEFUL CLINICAL INFORMATION 

• More common in young adults. 

DIFFERENTIAL DIAGNOSIS 

• Odontoma 

■ Idiopathic osteosclerosis 
Focal sclerosing osteomyelitis 

• Calcifying odontogenic cyst 

• Cernertto-ossilying fibroma 


FOLLOW-UP 

* Periodic re-evacuation. 


CLINICAL SIGNIFICANCE 

* Multiple osteomas can be a component of Gardners 
syndrome lo'her camponenis of ih-e syndrome include 
multiple urrempted normal and supernumerary teeth, and 
intestinal polyps that may develop into adenocarcinoma'. 


9.1 


IMTER-HAOICULAR RADIOPAQUE LESIONS 


SYNONYMS 

■ Goriincysl 


ETIOLOGY 

■ A developmental cyst that arises Irom wwltv forming 
epithelium 

* I nier radicular lesions develop from remnants ol 
denial lamina (rests of Serres)- 


CALCIFYING ODONTOGENIC CYST 

DIFFERENTIAL DIAGNOSIS 

• Odontoma 

• Idiopathic osteosclerosis 

• Focal sclerosing osteomyelitis 

■ Osteoma 

■ Cernanto-ossifying libroma 


TYPICAL RADIOGRAPHIC FEATURES 

- A circumscribed unilocular lesion with focal Of diffuse 
caicifi^aiions aruducmg a mixed radiolucent- radiopaque 
appearance, 

■ May cause erosion o! the roots of adjacent teeth. 


DIAGNOSTIC STEPS 

• Microscopic examination of the lesion is necessary to 
confirm ihe diagnosis. 


TREATMENT RECOMMENDATIONS 



Surgical enucleation 





















A calcifying otionlogflnic cy£t in lh& po&lefmr mandible. 


OTHER USEFUL CLINICAL INFORMATION 

■ More common In young adults. 

■ May hfi associated with cortical expansion 


FOLLOW-UP 

■ Periodic re- evaluation, 


CLINICAL SIGNIFICANCE 

* Calcifying odontogenic cysi is initially a radiolucent 
les^n. bui eventually, calciltcalions can develop within 
the cyst wall producing a mixed radiolucent- radsopaque 
appearance. 

* Calcifying odontogenic cyst may occasionally occur in 
association with odontomas, adenomatoid odontogenic 
tumors and srnehoblastornas- 
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INTER.RADICULAR RADiOPAOUE LESIONS 

CEMENTO-OSSIFYING FIBROMA 


SYNONYMS 

■ Cemennfying fii>rorna 

ETIOLOGY 

» A benign fibrc-oss^ous lesion containing cementum and 
bone 

TYPICAL RADIOGRAPHIC FEATURES 

* A circumscribed mottled radiopaque lesion 

* A thfn radioluceni margin is usually visible around the 
radiopaque mass 

• More common rn the posterior mandible. 

• May cause resorption or displacement of adjacent tooth 
reals. 



A tomlmlo'ossi Tying Fibroma. The lesion is displacing trie rooisol 
adjace.nl teeth. 


OTHER USEFUL CUNICAL INFORMATION 

i Moie common tn children and young adults 

* Commonly associated with cortical expansion 

DIFFERENTIAL DIAGNOSIS 

* Odontoma 

* idiopathic osteosclerosis 

" Focal sclerosing osteomyelitis 
■ Osteoma 

* Calcifying odontogenic cyst 
DIAGNOSTIC STEPS 

* Percuss the adjacenl teatn (they should not be painful io 
percussion). 

* Test the visaJily of aciiacent teeih {(hey should lest vital). 

* Microscopic exarmai-on oi ne lesion is necessary io 
cnnlirm trie diagnosis. 

"TREATMENT RECOMMENDATIONS 

* Surgical enucleation is the treatment of choice. 

FOLLOW-UP 

* Periodic ra-evaljation. 

CLINICAL SIGNIFICANCE 

* An aggressive form of Ihis lesion (juvenile ossifying 
fibroma) is more likely io recur fol owing conservative 
therapy. 
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RADIOPAQUE LESIONS NOT ASSOCIATED WITH TEETH 


GENERAL PRINCIPLES 

Radiopaque lesions not associated with teeth can represent inflammatory, dysplastlc, metabolic or 
neoplastic processes. 

These lesions may devetop in areas once occupied by leeH* (enaction shes) or in parts Ql Ihe bone 
separated iron existing teetti. 

Focal sclerosing osteomyelitis and florid cemento-osseous dysplasia me often discovered in edentulous 

areas. 

Some radiopaque lesions not associated with teeth are initially racsio lucent (these lesions are also 
Included m the seciton on radiolucenl lesions not associated with leelti}, 


LIST OF DISEASES 


COMMON DISEASES 


Focal Sclerosing OsteomyeliSis 99 

florid Cemento-osseous Dysplasia ^ w- n*. - Jl-^--^^^ 


UNCOMMON DISEASES 


100 


Osteoma 

Cemento-ossifying Fibroma * 101 

Fibrous Dysplasia 102 

Osteoblastoma 103 

Paget 'S Disease of Bone 104 
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HOT *SSOCl»T£r ~Tt"- 


FOCAL SCLEROSING OSTEOMYELITIS 


SYNONYMS 

• Focal chronic sclerosing osteomyelitis 
■ Condensng ostei'ts 


DIFFERENTIAL DIAGNOSIS 


ETIOLOGY 

* Chronic osteomyelitis that develops at the root ape* or a 
tooth wilh chronic pulpitis secondary So deep caries 

* The lesion may extend mio the inier-radicular alveolar 
booe 

* If the 100th is removed, the lesion will remain in ihe bone 
al (he extraction site. 


Osteoma 

CemeniQ-QSSifymg fibroma 


DIAGNOSTIC STEPS 

• No diagnostic steps other than recognition of lypFcal radi- 
ographic -03liircS 

* Microscopic anamination of the lesion is necessary to 
confirm the diagnosis. 


TYPICAL RADIOGRAPHIC FEATURES 

■ A circumscribed radiopaque lesion in bone al Ihe site of 
previous looth extraction, 

• A radiol use nt margin may surround the radiopacity. 


L 




Focal seterGSing osteomyelitis in ihe posterior marvdlbte. 


Focal sclerosing ostGomyeliiis in [he posterior mandible 1 


TREATMENT RECOMMENDATIONS 

* If Ihe oflending tooth has been removed and lesion is 
asympiomaiic. no olher Irealment is necessary. 


OTHER USEFUL CLINICAL <N FORMATION 

■ The mandibular premolar-molar area is Ihe most 
frequently Involved. 

- There will be a history of tooih extraction in the ares, 


FOLLOW-UP 


* Penodfc re-eva*uation. 
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RADIOPAQUE LESIONS NOT ASSOCIATED WITH TEETH 


FLORID CEMENTO-08SEOUS DYSPLASIA 


SY*OMYMS 

C^arfcXffiSecws dysplasia 

ETIOLOGY 

* A weave prohfer ation in response to unknown factors 

PfCAL RADIOGRAPHIC FEATURES 

• Uufepto* circumscribed radiopacities in one or mora 
quadrants 

■ Mora common ri ifie posterior mandible. 



Rotid CGmenlo-as&&au6 dysplasia In tire posterior mandible. 


OTHER USEFUL CLINICAL INFORMATION 

* Mc r e common in middte-aged African- American iemales. 

* The lesions are often discovered on routine denial radio- 
graphs. 

» Tney are usually asymptomatic, but may occasionally be 
associated wim low-grade chronic discomfoii- 

D INFERENTIAL DIAGNOSIS 

Focal sclerosing osisomyelilrs 
' Osieoma$ 

* Cemento-ossifymg fibroma 


DIAGNOSTIC STEPS 

* Microscopic examination of the lesion is necessary to 
confum the diagnosis. 



Florid tamentMSseous dysplasia In iho ri^hl and posterior 
mandiblft. 


TREATMENT RECOMMENDATIONS 

* No trealmenl necessary unless secondarily infected. 

■ Lesions which become secondarily infected are treated 
with surgical debridement and systemic antibiotics. 

FOLLOW UP 

* Periodic re-evaJuaiion 

CLINICAL SIGNIFICANCE 

* The inilial lesions of florid cemento-osseous dysplasia 
are radrolucent, 

* May be associated with periapical cement c- osseous 
dysplasia. 

■ The use of the term dysplasia does not mean Ihet inese 
lesions are premalignani. 
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RADIOPAQUE LESIONS NOT ASSOCIATE!? WITH TEETH 


OSTEOMA 


ETIOLOGY 

• A benign neoplasm ot osteoblasts 


TYPICAL RADIOGRAPHIC FEATURES 

» A circumscribed radiopaque lesicn 
* May displace adjacenl tobtil roots 



An D&Eeoma in the poslerior mancfiblB. 


DIAGNOSTIC STEPS 

■ Microscopic examination ol ihe lesion is necessary \o 
confirm the diagnosis. 



A mandibular osteoma In 9 pnhent with Gardner s syndrosru 


TREATMENT RECOMMENDATIONS 


Surgical excision 


OTHER USEFUL CLINICAL INFORMATION 

■ Mo*e common in young adults 


FOLLOW-UP 


Periodic re-evaluauon 


DIFFERENTIAL DIAGNOSIS 

* Focal sclerosing osteomyelitis 

■ Florid cemento-osseous dysplasia 

* Ce-memo- ossifying fibroma 

* Osieobtesloma 


CLINICAL SIGNIFICANCE 

* Multiple osteomas can be a componenl of Gardner's 
syndrome (other compcnenis of Uio syndrome include 
mullipre unerupted normal and supernumerary teeth, and 
inleslinal polyps that may develop into adenocarcinoma). 
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RADIOPAQUE LESIONS NOT ASSOCIATED WITH TEETH 



CEMENTO- 


FIBROMA 


SYNONYMS 


DIAGNOSTIC STEPS 


Cemerrtifying fibroma 


Microscopic examination of the lesion is necessary To 
conform the diagnosis. 


ETIOLOGY 

* A benign libro-osseous lesion containing cemenlum and 
bone 


TYPICAL RADIOGRAPHIC FEATURES 

* A circumscribed mottled radiopaque lesion 

* A thin raullQiucenl margin is usually visible around the 
radiopaque mass. 

* More common in ihe posterior mandible. 




Cc-f.cflio-ossifying ribroma in the pa^eariDr mandible. 


TREATMENT RECOMMENDATIONS 


Surgical enucleation is the Irealment of choice. 


Cemento-o^sifying hbrania in ine posterior mandible. 


FOLLOW-UP 


Periodic re-eva luairon. 


OTHER USEFUL CLINICAL INFORMATION 

■ More common ir> children and young acfuUs. 

■ Commonly associated with cortical expansion 

DIFFERENTIAL DIAGNOSIS 

* Focal sclerosing osteomyelitis 

* Florid cemen to-osseous dysplasia 

* Osteomas 
Osteoblastoma 


CLINICAL SIGNIFICANCE 

* An aggressive r ° riTI oi this Fasion (juvenile ossifying 
fibroma) is more hkely to recur following conservative 
therapy 
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RADIOPAQUE LESIONS NOT ASSOCIATED WITH TEETH 

FIBROUS DYSPLASIA 


ETIOLOGY 

* A benign fibro-osseous lesion of unknown Biiolo^y 

* The di sense can occur as a single lesion (monostotic 
fibrous dysplasia) or as muttipte lesions in many different 
bones (polyostotic fibrous dysplasia). 


TYPICAL RADIOGRAPHIC FEATURES 

• A radiopaque lesion with a ground glass appearance and 
ill-defined margins 

- Wof9 common in the maxilla. 

■ Commonly displaces leeth m We area of the lesion. 



Monostotic hbrous dyspasia m the posterior maxilla. 


OTHER USEFUL CLINICAL INFORMATION 

■ More common m chifdren and young adults. 

■ Commonly associated with facial deformity. 
• Commonly associated with malocclusion. 

DIFFERENTIAL DIAGNOSIS 

■ Fibrous dysplasia may r>e confused wilh Paget's disease 
of toons. 


DIAGNOSTIC STEPS 

■ Microscopic examination of Ihe lesion is necessary to 
confirm the diagnosis. 



Monostotic fibrous dysplasia in th * antafror ma* Ilia. 


TREATMENT RECOMMENDATIONS 

* Once the pattern has reached skeletal maturation, 
cosmetic surgery can be used to treat facial deformities. 

FOLLOW-UP 

* Periodic re-evaluation. 

CLINICAL SIGNIFICANCE 

* Potyoslotic fibrous dysplasia is often associated wilh 
endocrine disorders and pigmented Skin lesions called 

cafe au= lait spots. 
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RADIOPAQUE LESIONS NOT ASSOCIATED WITH TEETH 


OSTEOBLASTOMA 


SYNONYMS 


DIFFERENTIAL DIAGNOSIS 


osteobfasioma 


EDOLOGY 


1 Focal scte-rosing osteomyelitis 
* Cemento-ossifying fibroma 


■ A benign neoplasm of osteoblasts 


TYPICAL RADIOGRAPHIC FEATURES 


A .veil -den rrsd lesion with irregular areas of radiopacrty, 
May expand and destroy cortical bone. 


DIAGNOSTIC STEPS 

■ Microscopic examination of the lesion is necessary to 
confirm the diagnosis. 


TREATMENT RECOMMENDATIONS 


Surgical excision 


FOLLOW-UP 


* Periodic re-evF.I nation 


An osleoblastoma in Ihe posterior mgridifrK. 

OTHER USEFUL CLINICAL INFORMATION 

Usually painful. 

* More common rn young adull males, 

* More common in the mandible. 


CLINICAL SIGNIFICANCE 

* In older oatienls. osteoWasiomcis may occasionally exhibii 
more aggressive growth, 
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FADSOPACIUE LESIONS MOT ASSOCIATED WITH TEdTH 


PAGETS DISEASE OF BONE 


SYNONYMS 


DIAGNOSTIC STEPS 


Osteitis deformans 


ETIOLOGY 


Elevated levels of scrum atkaline phosphatase s encoun- 
sored <n parents with Paget' £ disease of bone. 

Macroscopic examination of (he lesion is necessary lo 
confirm the diagnosis 


A melanotic bone disease of unknown eiiology 


TYPICAL RADIOGRAPHIC FEATURES 

- Multiple radiopaque masses g>mg ihe appearance of 
cotton wool (cotton balls). 

* More common m the- maxilla 

■ Teelh adjacent lo Ihe leswns commonly exhibit hyperca- 
mentasis. 




HvpciCcme-irosii m o i; -t.iK l viilh ^.iqe: s discnic 


Pact's diSfrast in rn ma* lain and mandible. 


TREATMENT RECOMMENDATIONS 


Asymptomatic palients are usually not treated. 

In symptomatic patterns, medications which in-hind bone 
resorption may be ol lemporaiy benelrt. 

Surgical thefapy is occasionally used to relieve pressure 
on nerves. 


FOLLOW-UP 

• Long-term follow-up is essential. 


OTHER USEFUL CLlNiCAL INFORMATION 

More common in middle-aged and elderly adults, 

* Commonly associated wfth laciai deformity, 

* May cause ihe movement ol leeth. 

* May be associated wiih bone pain. 


DIFFERENTIAL DIAGNOSIS 

* Paget' s disease of l>one may be com" used wiih fibrous 
dysplasia. 


CLINICAL SIGNIFICANCE 

Le&ons involving the base of the skull can impinge ort 
cranial nerves causing blindness and dealness. 

- Palienls with Paget's disease of bone are at increased 
risk ol developing osteomyelitis and osteogenic sarcoma. 


RADIOPAQUE LESIONS WITH IRREGULAR MARGINS 


GENERAL PRINCIPLES 

■ Radiopaque tesions wiih irregular margins can represent inflammatory processes, primary malignant 
neoplasms and metastatic malignant neoplasms. 

* The most common radiopaque lesions with irregular margins are the resul! o1 araamyeiil'S 

* "he term ■'mnlllpd" is cn/nmonly used to describe the rartiagiaphic; appearance of these lesions. 

* Some radiopaque lesions with irregular margins are initially radiolucent (these lesions are also included 
m ihe section on radio-luceni lesions with irregular margins), 
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LIST OF DISEASES 
COMMON DISEASES 


CsteoT'ye'h s 
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UNCOMMON DISEASES 


Osteogenic Sarcoma 

MelastaOc Malkjnanl Neoplasms 
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RADIOPAQUE LESIQWS WITH IRREGULAR MARGINS 


OSTEOMYELITIS 


SYNONYMS 

• Cmomc osieo myelins 


ETIOLOGY 

■ May develop from inadequately treated acute osteomye- 
litis. 

- May develop in the absence cl an acule phase. 

* Sclerotic bone is produced in response to ilia chronic 
nllammatory process 


TYPICAL RADIOGRAPHIC FEATURES 

■ A mowed radiopaque lesion with irregular margins. 

■ More common in Ihe posterior mandible. 

• Fragment of sequestered bone may be apparent. 



Chronic psleomyeliiis irl irie posterior mantfiW&. 

OTHER USEFUL CLINICAL INFORMATION 

- Mora common in adults. 

■ Usually associated wish minimal pain. 


DIFFERENTIAL DIAGNOSIS 

■ Osteogenic sarcoma 

■ Meiastatic malignant neoplasms 


DIAGNOSTIC STEPS 

* Microscopic examination 
confirm the diagnosis 


the lesion 1$ necessary to 



Chrome osteomyelitis (osteoradionecrosis) in the ri^hl and Mft 
mandli>le. The patient ftad Ceen prffldialfrd ror carcinoma el Irw 
posterior longue- 


TREATMENT RECOMMENDATIONS 
• Systemic antibiollc therapy 


CLINICAL SIGNIFICANCE 

• Bone tnat has been Irradiated is especially susceptible to 
acute O5ieomyeliis5 i osteoradionecrosis). 

• Patients with Pagei s disease ol bona are at increased 
nsk for chronic osteomyelitis 
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RADIOPAQUE LESIONS WITH IRREGULAR MARGINS 


OSTEOGENIC SARCOMA 


SYNONYMS 

• Osteosarcoma 

ETIOLOGY 

■ A malignant neoplasm of osteoblasts 

TYPICAL RADIOGRAPHIC FEATURES 

• A mollled radiopaque mass wrth irregular margins 

• Spicules of bone may radiate (rom the radiopaque mass 
producing a sunburst (sunray) pattern. 

More common in the posterior mandible. 



Osle^genic »ttomB Sn lha posterior mandibter Tlii? lesion exhib- 
ited a sunburst fsunr-ay) pattern. 

OTHER USEFUL CLINICAL INFORMATION 

More common in aduir. males. 

• May be associated wilft cortical expansion. 

* May be associated with local discomfort and paresthesia 
0* the lower lip r 

DIFFERENTIAL DIAGNOSIS 

• OsteomyeNlls 

* Metastatic malignant neoplasms 


DIAGNOSTIC STEPS 


* Microscopic examination of the lesion is necessary to 
confirm the diagnosis 



Osteogenic sarcoma in im? p-a^terior mandible. The patient 
complained or pprpFUhesia of the lower lip. 


TREATMENT RECOMMENDATIONS 

* Surgical resection is me treatment of choice. 


FOLLOW-UP 

■ Because ol (he aggressive nature of this malignancy, 
long lerm f olio up is essential. 


CLINICAL SIGNIFICANCE 

4 The incidence of osteogenic "sarcoma is higher in individ- 
uals with Paget'? disease of bone. 

• Trie prognosis lor osteogenic sarcoma of the jaws is 
better man for osteogenic sarcoma arising in long bones 
of the skeleton 
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RADIOPAQUE LESIONS WITH IRREGULAR MARGIN £ 


METASTATIC MALIGNANT NEOPLASMS 


ETIOLOGY 

* Malignant neoplasms can spread ihrougn blood vessels 
(hematogervous metastasis) to the jaws. 

* Primary malignancies includes carcinomas arising from 
lung, breasl. colon and prostata. 

* Metaslavc malgnant neoplasms can apuear radiopaque 
because of calcifications produced within the tumor, or 
from reactive bone around 1*ie tumor. 


TYPICAL RADIOGRAPHIC FEATURES 

* A mottled appearance caused by focal radiopaaties with 
Irregular radiQlucent margins. 

- May perforale Ihe cortex to cause a pathologic fracture. 

• More common in the posterior rnandiWe 



MElaElafcic colon cancer in the poSlterrOr mandible. Tht piitanl 
complained of paresthesia of She lower lip. 


OTHER USEFUL CLINICAL INFORMATION 

* More common in adult males. 

■ May be associated with local discomfort and paresthesia 
ot the lower hp. 

DIFFERENTIAL DIAGNOSIS 

Osteomyelitis 

* Osteogenic sarcoma 

DIAGNOSTIC STEPS 

* Microscopic examination of the lesion is necessary to 
confirm the diagnosis. 

TREATMENT RECOMMENDATIONS 

Surgical resection 

* Radiation therapy if clinicairy warranted 

FOLLOW-UP 

Close follow-up is essential 

CLINICAL SIGNIFICANCE 

■ The metastatic lesion may be the first indication of 
disease. 

* Metastatic malignancies to the jaw& are associated with a 
very poor prognosis. 
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Central Nerve Sheath Tumor ...... 

Central NeurahDfOma 
Central rjeurcgenic Tumor 
Chronic Apical PeriodonlMis 
Chronic Dfil&om/arnci. . 
Chronic Pftnotfonlal DistuiSe 

Chrome Periodontifls 

Cc-moineo 1 Perio^ofinc'enfiodwiic Logons . 

Complex Odontoma 

Compound Qaomoma 

Condensing Oslerta .^.v.....^..-.. 
D&n&e Bone Island ... 

Dsmigerous Cysl, _ , x „ - 

Eaity'Onsol Perloctonlilis . 

Eosinophil* Granuloma , . . 
EkosIosbs . , . . _ . . . , 

External Root Rescission 
Fibrous Dysplasia .... 
Florid Cemeiltu-ofii5«Ha$ Dysplasia . . 
Focal Chronic Sclerosing Osteomyelitis 
^ocal Osteoporotic Marrow Deretf . . . 

Focat Periapical Gsteop-elroals 

Focal Sclerosing Osteomyelitis . 

Follicular Cyst 

Gortm Cysl . _ . . 

Hemorrhagic Bono Gysl 
Histiocytosis X _ , . , . 

W«opathie Bone Cavity . 

Idiopathic External Hesorplion . 
ro*opath*c Osteosclerosis 
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Lcxi-Comp ONLINE far Dentistry 


This powerful Internet-based application provides real-time access to all Lexi-Connp dentistry 
knowledge areas. Simply enter a user name and password on a computer with Internet 
connectivity and navigate to any content area within three mouse clicks! Drug monographs can be 
accessed directly from a condition or procedure using burk-in links. Detailed photographs and 
radiographs are inducted 

Obcam instant DENTAL ALEUTS warning medicatigris wi " influence treatment or cause 
harmful effects to the patient 

0 Effects on Dental Treatment 
o Effects on Bleeding 

0 Vasoconstrictor-i'Laca I Anesthetic Precautions 
O Dental Comment 

Easily implement Dr-yg Interaction Analysis *nto your office workflow 
o Supplemental Patient Drug Form provided (English/Spanish) 

Compare therapeutic categories to your patient drug regimens to select the most appropriate 

me<ficauon 

Access over 1 .000 color photographs and radiographs. 
Rev ew nearly 12,000 drugs in the Drug ID module 
Print medication leaflets for your patients in 18 languages 

Utililc Web Search and expand your search capabilities to other qualified health web sires 
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} Lcxl Comp Dnlln* ■ ttlercrtoN Intern^ Eiplnrcr 
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ULCERATED LESIONS - PAlMARY HERPETIC 
GiNGIVOSTOMATTTfS 

O.'jJ Toft *'?5Ht- Du«*« 


ET10L0OY 

* -3.EIJ* trficW*' .' «f hv i<«l -briefer v«^rl^U|^^^^ 


,■ -ti..jgj. r -n^ 


TYPICAL VISUAL CUES 

* Miit* -tnH que k*r luplur In- 

- -^tj! u^w-l c in mmfm rtu tai =*r Ucar* 


rln 


Register for a 
FREE 30- Day Trial 
of Lexr-Comp ONLINE aL 
www Ju xi . cumrd un t i stry 


ONLINE product tours: 
www . I e xi, com^tour* 


or visit our web she to register 
for a Jive Internet demon stration. 


Acyclovir 

L>nUH (.Tai-Drug* Online- 


- 


i^y S Brand ti*mtB 


■ iCinnHan Brtni ll n rhi< ^jBTAcftttw* Ow-agoc-i* '^--Wico^r 


cuUrxsui t*ip 


*Vh- JfKl 'Si rfWc Men 


,,D*nLil U*u*l Qptlng 


Hf'cw aqu** • 4S*S vstn v-n*stf. >ii -aah w tmcs C^hein* 


ttta- n ..- 1 n^r sir. . z*± Zz^. lL CHnfkn^ J 1' nttOJCf 


For more in/formation or l& Order any of these products, visit ctur web site or catl Cuscoiner Service 

www- 1 e x i . c om/dent is try 
I-8A6-397-3433 


Lexi-Comp ON-DESKTOP for Dentistry 


LEXI- 
COMP 


ON -DESKTOP 


LexUComp ON- DESK TOP for Dentistry is the ofcirmtc solution for Complete Medication 
Management* allowrng you 10 store and ecfic office and patient medication regimens. Our complete 
library of databases is downloaded to your desktop computer, or hosced on your network server, 
eliminating the need for a constant; Internet connection Unlimited updates, available during /our 
subscription period, are scheduled to meet your needs and retrieved via the Internet. 

Etevace the standard ot patient care and help protect your practice from liability with Lexa-Ccsmp 
ON-DESKTOP for Dentistry. 

Obtain msunt DENTAL ALEUTS warning of meditation* that will influence treatment or cause harmful effects to the panient 
o Effects on Dental Treiinnenc 

o Effects on Bleeding 

q Vasoconstrictor/Local Anesthetic Precautions 
o Deniaf Comment 

Score your office and patient medication Nsts to he'p en&u-'c safe treatment pinns 

EasMy implement Drug Interaction Analysis inco your office workflow 

y Supplemental Patient Drug Form provided (EngSisrtfSpanish) 

m Compare therapeutic categories to your patient drug regimens to select the ' f 4^ 
most appropriate ireditation 

Accets OV*f LQOG color photographs and radiographs 
Review nearly 1 2.000 dnigs in the Drug ID module 
Print medication leaflets for your patients in 10 languages 
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For mare information or to order an)f of these products, visit our web site or call Customer Service 

www. lexi. com/d r±n ti str y 
1-866-397-3433 


LEXI- 
COMP 

ON -HAND 


Lexi-Comp ON-HAND for Dentistry 

Lexi-Comp ON -HAND for De misery is our cop-rared software chat provides instant 
access to point-of-care information on a mobile device. Advanced navigation cools make in 
easy co find the right information when you need it the most. Updates to our content are 
available on a daily basis, ensuring you always have the most up-to-date clinical information 
at your fingertips. 

■ Dental Le*i -Drugs- includes information on over 75 00 drugs 

Up to 30 fields of information including; U.S. Brand Names and Generic 
Names, Special Alerts, Use. Loco I Anesthetic Vasoconstrictor Precautions, 
Effects on Dental Treatment, Dental Dosing for Selected Drug 
Ciassrficatrons, Drug Interactions, Dental Comment*, ond more 

■ Other available complementary databases include: LexMnteract 1 ", 
Lexi-Natural Product?" . Pediatric Lexi -Drugs', and Stedman's 
Medical Dictionary for the Health Professions and Nursing 
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Drug Information Handbook for Dentistry 
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DRUG 
INFORMATION 
HANDBOOK 

DENTISTRY 





Description 

The Drug information Handbook for Dentistry. 13th Edition, is designed 
for dental professionals seeking, information on commonly prescribed 
medications. Written by dentists, this top-selling reference provides 
dental -specific content for thousands of medications and the most common 
herbs and dietary supplements, The user-friendly format lists all 
medications alphabetically, providing the information you need within 
seconds — an excellent chair-side reference! 

Features 

Contains over 7500 drugs and herbal products, including dental, medical. 
OTC. Canadian, and Mexican drugs 

Uses Local Anesihctic/Vasoconsti Ktor Precautions, Effects on Dental 
Treatment, and Dental Comments 

■ Drug Interactions. Contraindications, Warnings/Precautions, Common 
Adverse Effects, Use, Dosage, and Pregnancy Risk Factor 


Contents 

I ] Introduction 

2) Alphabetical Listing of Drugs 
I) Herbs f Natural Products 
4) Medically-Compromised Patients 
$} Specific Oral Conditions 


61 Sample Prescriptions 

7) Appendix 

3 1 Phar^i o.'ogK Category In do 

9] Alphabetical Index 


http:fld e nt^ioooks-cl rbassam . b logs pet , com 

For more mformruion or w ^rder of llvcsc products, visit our web site or rill Cusromc" 

www. lex i . com /d e ntistry 


PERlCOrlONAL RADIOPAQUE LESIONS 


CALCIFYING ODONTOGENIC CYST 


SYNONYMS 
• Gorlin cysl 

ETIOLOGY 

■ A devefop marital cysl lhal arises from tooth -forming 
epithelium 

- Pencoronal lesions develop from reduced enamel epil he- 
lium pi the denial follicle 


TYPICAL RADIOGRAPHIC FEATURES 

* A csrcunnscribed unilocular lesion wilh local or diffuse 
calcifications producing a mixed radiolucent-fadiopaque 
appearance 

* Mosi often as-sociaied with an unerupted cuspid. 

* May cause erosion or the roois of adjacent teelh. 



A carrying &rfer!iogtnic eyst flssweied wrih an uneruptEd 
mandJbulif euspttf looih. 


OTHER USEFUL CLINICAL INFORMATION 

* Mofe common in young adults. 

* May be associated wilh corhca! expansion, 

DIFFERENTIAL DIAGNOSIS 

Odontoma 
fc Adenomatoid odontogenic tumor 

* Calcilying epithelial odontogenic tumor 

DIAGNOSTIC STEPS 

Microscope examination of the lesk>n is necessary to 
confirm Ihe diagnosis, 

TREATMENT RECOMMENDATIONS 

* Surgical enucleation 


CLINICAL SIGNIFICANCE 

+ A calcifying odontogenic cyst is initially a radiolueent 
lesion, but eventually, calcilieations can develop within 
the cyst well producing a mixed radtoluceni-radiopaque 
appearance. 

* A calcifying odontogenic cyst may occasionally occur in 
association with odontomas, adenomatoid odontogenic 
humors, and ameloblastomas, 



FOLLOW-UP 


Periodic re- evaluation. 


PERICORQKIAL RADIOPAQUE LESIONS 


CALCIFYING EPITHELIAL ODONTOGENIC TUMOR 


3t»tg sumor 


ETIOLOGY 

* A benton neoplasm thai arises Irom ihc reduced enamel 
epfflttfum that lines ihe denial Iqllicle or from remnants or 
dental lamina 


TYPICAL RADIOGRAPHIC FEATURES 

* A unilocular or multiocular lesion wrth focal or diffusa 
calcifications producing a mixed radiofucent-radiopaque 
appearance 

* Commonly associated with the crown ol an unerupied 
mandibular molar 





A talcilying epitMkal odontOfitfllt lumDr associated With an 
uncrup>t4d (maxillary third molir loolfl. 


OTHER USEFUL CLINICAL INFORMATION 

* Marc common m aduhs. 

Cortical expansion may be present. 


DIFFERENTIAL DIAGNOSES 
■ Odonigma 

* Adenomatoid Odontogenic lumor 

* Cateilying odontogenic cyst 


DIAGNOSTIC STEPS 

* Microscopic examinanon oi Ihe tesion 15 necessary 10 
confirm the diagnosis. 


TREATMENT RECOMMENDATIONS 

■ Surgical resection is Ihe treatment of choice. 


FOLLOW-UP 

* Because Ihis neoplasm can exhibit multiple recurrences, 
close follow-up Is advisable. 


CLINICAL SIGNIFICANCE 

• A calcifying epithelial ooontogeriJC tumor is initially radio- 
lucent, bui eveniuaNy. carcrficaiions develop within Ihe 
tumor causing a mrxed radiolucent- radiopaque appear- 
ance. 
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DENTAL 
OFFICE 
MEDICAL 



Dental Office 
Medical Emergencies 

The DcrtW Offkti Mtdktol 
EiP e^cnOW manual facilitates 
derttal office emergency 
treatment and assists the dentist 
in addressing any developing 
venation by reinforcing bask. life 
support techniques;, This handy 
reference IS intended For use by 
[he inline dental office staff for 
prepn redness- training ad well as 
during times of colli. 


Manual of 
Dental Implants 

The Manual" ofDcnrof rmpfEjnfs if. 
designed to introduce dental 
prnfe^kmali w die world of 
restorative implant denciitry 
The diagnosis, treatment, and 
maintenance of denot mnptancs 
a re explained with over 200 
color photographs, plus 
diagrams and decrsion trees 
This reference is valuable at 
multiple levels of knowie<Jgc and training, so the reader can 
Continue to benefit as hp or she pins implant Experience. 




Oral Soft ■ 
Tissue Diseases 

Praf Sefl 7csue Diseases is designed to 
support ihe dtagnBiis and 

management of oral soft tissue 
disease in a formal thai lilitl the. 
needs of a busy dentil practitioner, In 
this visual ly-cued manual, each lesion 
associated With soft tissue disease is 
illustrated 1 by One or more photo- 
graphs deputing typical cNmcal 
features and common variations. Recommendations, for treatment 
and foJlow^up, including Simple pr^cnpticins nrc" concise drug 

monographs, are presented. 

Manual of 

Clinical Periodontics 

The Manual cf QinKOt AcxiodOftUtS "S 
written as a quick and easy 
reference for many of the eiinicai 
problems that challenge all 
practitioners and students of 
pefro4oncks. The information in 
this book ii presented in a 
qucsiion-and- answer format, making 
it a practical re-source lor beach the 
:ral cfcinmal practice and In an educadonaJ setting. Spiral bound 
and tabbed for easy access eo the desired inf ormatJoo. 




I Oral Surgery for the^ 
General Dentist ■ 

Oral Surgery fv the Genera," DrnLfil 
literally leacfl the practitioner 
rhiou^h numerous surgical 
procedures in a well organised 
fashion. Utilizing a step-by- step 
approach, accompanied by 
detailed eotor photographs [his 
manual Is filled with fantastic tips 

5ftd Suggestions that have been kept secret from the general 
jcnti-u foi ii nr y yr.n^ Ths manual will show /o-.j hw DO 
perform surgery with QOfifidEtrtctf and expertise. 
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ustrated 
Handbook of 
Clinical Dentistry 


The fJfi^SLrcTced Handbook of Gtntial 
Dentislsy is a concne yet 
comeTeherfflrrt resource for all 
dentist* and denial students This 
manual summ.iriws many basic 
dental principles and prrvcedures and 
ie designed to be used when 
craniiiioning into corneal pracuce or as a refresher for the 
seasoned dental professional 




Clinician's Endodontic 

Handbook 

The OtntCKm^ ^dottontJC ^Tandfceofc 

W developed as a quick reference CO 
address, current issues in enckdonoc 
therapy. The latest techniques, 
procedures, and materials are 

presented in a concise, easy-to-use 
for maL ehminating the neerl 
multiple textbooks. This is a mute have 
reference for dental pracEiyaners with 
an interest in endodontics. 


oft h -* LP KMC 

BOOKLET 


The Uttle Dental 
Drug Booklet 

The Lnrue Rental 0m§ Booklet li a. 
pocket-fiiied reference to [he drugs 
most commonly used in dental 
practice. Trie information provided in 
this bookJet Include* practical 
praciice-onenxed auditions made 
by dental professi-onils. A section on 
prescription writing and prefer .pt^on 
requirements is included 


wwwJexLcom/dentistry • 1-366-397-3433 


PEBtAFICAL flAPIOFAQU E LESIONS 


IDIOPATHIC OSTEOSCLEROSIS 


SYNONYMS 

• Osteoporotic scar 
bone tftend 


erraptcaf osTeopetrosrs 


ETIOLOGY 

* Unknown etiology 

TYPICAL RADIOGRAPHIC FEATURES 

■ A circumscribed radiopaque resion a1 ihe foot apex 
Most often involves mandibular meter teeth 



NSofMlfr c ^tcosciwoftis. The sooth is asyjnpiomatrc and vrt H J. 

OTHER USEFUL CLINICAL INFORMATION 

* More common \n adulis. 

* The [oom is usual 'v irae 0 t caries or restorations 
The rooth is asymptomatic and vital. 


DIFFERENTIAL DIAGNOSIS 

■ Periaprcal cernen to-osseous dysplasia 

* FocaJ sclerosing osieomyelrtls 

* C^menloblastoma 

* Cernen to-ossifyii>g fibroma 


DIAGNOSTIC STEPS 

• Percuss the looth <Ft will not oe sensilive to percussion). 

* Test The vim\ly of in* tooih -fit will lesl vilaJ). 



Wiopaihic osteoclasis, me teeth are asymptomatic and viiai, 


TREATMENT RECOMMENDATIONS 

■ No treatment necessary. 


FOLLOW-UP 


m Periodic re-evaJualion. 


CLfNfCAL SIGNIFICANCE 


* These lesions may regress in older parents. 


http://den la I boo ks-d rba s s am . bFogspot.com 


Ord Hard Tissue Diseases, 2nd Edition, is designed as a quick reference manual for 
the visual recognition and diagnosis of common bone lesions. Each tabbed section is 
devoted to a specific diagnostic category of lesion and illustrated with black and white 
photographs of typical radiographic features. New to this edition are six additional lesions 
and eight new radiographs. 


FEATURES 

■ Over 135 high-qua I rty radiographs 

■ Etiology. Typical Rad i ograph i c 
Features. Differential Diagnosis, 
and Clinical Significance are 
discussed for each legion type 

■ Recommendations for treatment 
and follow-up 

■ Alphabetical Index 

CONTENTS ^ 

• Periapical Radio lucent Lesions 

• Perkoronal Radiolueent Lesions 

» Incer-radicuiar Radiol ucent Lesions 

• Periodontal Radlolucent Lesions 

« Radiolucent Lesions Not 
Associated With Teeth 

• Radiol ucent Lessons With Irregular 
Margins 

• Periapical Radiopaque Lesions 

» Pericoronal Radiopaque Lesions 

• Inter-radicular Radiopaque Lesions 

• Radiopaque Lesions Not 
Associated With Teeth 

• Radiopaque Lesions With Irregular 
Margins 

• Selected Readings/Index 


t\ M£L Qfli ASTOMA 



- Li 


4> 



■A 


mm 



G 


COMP IMPROVING POINT-OF-CARE DECISIONS 
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